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THE USE OF TOXIN-ANTITOXIN IN 
THE PREVENTION OF DIPHTHERIA 





WORTH ROSS, M. D. 
DETROIT, MICH. 


When Dr. Roux, of the Institute Pasteur, 
read a paper before the International Hy- 
gienic Congress in Budapest, giving the re- 
sults of his treatment of several hundred 
cases of diphtheria with the new serum, a 
scene of wild enthusiasm resulted resembl- 
ing an American political assemblage cheer- 
ing a popular candidate. His more exten- 
sive experience confirmed the original work 
of the Berlin school of bacteriologists led 
by Dr. Behring. That was in 1894, and 
the complete eradication of diphtheria was 
loudly and confidently proclaimed. 

With the introduction of antitoxin there 
was an almost immediate reduction of mor- 
tality from this disease to one-third of that 
of pre-antitoxin days. However, during 
the past 10 years the mortality has changed 
little. According to Park, morbidity has 
continued about the same as it was before 
the work of Behring, Roux and others gave 
the world a specific and practically sure 
remedy for Klebs-Loeffler infections. So 
long as people are prone to regard a sore 
throat as “only a sore throat” and do not 
seek medical aid promptly, and so long as 
cases do not present typical manifestations 
and physicians fail to administer antitoxin 
until a definite diagnosis is established, just 
so long will the death rate from diphtheria 
continue a reproach to the medical profes- 
sion and a slur on the intelligence of the 
people. 

The State Department of Health has 
called the attention of the physicians to the 
high death rate from diphtheria in Michigan 
stating that in 1918 our state led the world 
for high mortality, with a rate 83% higher 
than that of the State of Wisconsin, 

Detroit, the largest center of population 
in Michigan, has among 19 leading Amer- 


ican cities, the unenviable second place for 
high mortality. Her death rate of 36.2 per 
100,000 population during 1920 was ex- 
ceeded only by Buffalo with a rate of 58.7. 
It is practically double that of New York 
(18.6), Cleveland (16.5), Boston (18.7), 
Washington (14.6) and Newark 14.8), and 
treble that of Los Angeles (10.3), Cincin- 
nati (12.9), Minneapolis (11.7) and Seattle 
(10.3) and six times that of New Orleans 
(5.7). Such cities as Chicago (23), Phila- 
delphia (23.3), St. Louis (33.6), Pittsburgh 
(19.6), Milwaukee (25.6), St. Paul (24.6) 
and Jersey City (20.8) are well below that 
of Detroit. : 

Is this not a showing to engage the most 
serious thought and earnest activity of 
physicians and health authorities alike? 

The problem of diphtheria was not en- 
tirely solved by the introduction of anti- 
toxin. In view of the indifference of the 
public to apparently harmless infections to- 
gether with tardy diagnosis and delayed 
treatments, it is evidently necessary to an- 
ticipate the occurrence of the disease and 
produce an immunity to it before the pres- 
ent morbidity and mortality can be reduced 
to an appreciable extent, 


Behring and his associates, in 1913, were 
the first to attempt to immunize human be- 
ings with neutralized diphtheria toxin. The 
same year Schick published a description of 
a clinical test by which susceptibility can 
be determined. Doubtless all of you are 
familiar with the work done along this line 
in this country under the leadership of 
Park and his associates. It is to them that 
credit is due for the practical application of 
the work since the records of Behring and 
Schick are not available. 

At the risk of making needless explana- 
tion, I shall state certain details of the test. 

In performing the test we have followed 
the technique of Schick, which consists in 
introducing intracutaneously 1 c. c. of salt 
solution containing 1-50 M. L. D. (minimum 
lethal dose) of diphtheria toxin for a 250 
gram guinea pig. The site of the injection 
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is the flexor surface of the forearm. A 
control injection is made two inches or 
more below the other. For the control 
some of the toxin solution is boiled, there- 
by destroying the toxin, but leaving the 
solutions identical.in other respects. Care 
must be exercised that the dosage is correct 
and that the injections are made into the 
denser tissues of the skin layers. No re- 
action results from a subcutaneous injec- 
tion. Platinum-iridium needles, which may 
be sterilized by flaming, perferably not 
larger than 26 gauge, and two one c. c. 
tuberculin syringes, graduated to hun- 
dredths, are used. One-tenth c. c. properly 
injected will raise a white round wheal on 
which the hair follicles will appear as slight 
‘depressions.: We have found that the toxin 
dilution loses little, if any, potency and 
gives the same reactions after a week as the 
freshly prepared, provided the solution is 
kept cold at all times. Parke, Davis & 
Company furnish both toxin and control in 
convenient form. 

A positive Schick reaction usually ap- 
pears in 48 hours, but it is not well to rec- 
ord negatively without subsequent observa- 
tions. A positive test reveals a circum- 
scribed redness and slight skin infiltration 
measuring one to two centimeters in di- 
ameter at the site of injection. This per- 
sists for at least a week and on fading usu- 
ally shows superficial scaling and a brown- 
ish pigmentation which may remain visible 
for months. 

The pseudore action frequently found in 
older children and adults shows a protein 
reaction which has nothing to do with the 
toxin involved. In such cases repeated 
observations are necessary in order to de- 
termine whether or not there is any evi- 
dence of a toxin reaction after the control 
has cleared up. 

There is little pain or discomfort con- 
nected with the administration of the 
Schick test provided sharp needles are used, 
and occasional slight local itching and heat 
are the only subjective symptoms ever met. 

This test is valuable in determining sus- 
ceptibles for either prompt passive im- 
munization by antitoxin in the event of an 
epidemic or known exposure to the disease, 
or for active immunization by means of in- 
jections of toxin-antitoxin. The latter is a 
slower method, but once established the pro- 
tection is believed to be permanent, while the 
former is of value for only a few weeks at 
best as there is little evidence of the stimula- 
tion of anti-body formation in the blood and 
the antitoxin is soon eliminated. 

The response of individuals to toxin- 
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antitoxin varies. It appears that age as 
well as racial or family characteristics may 
affect it. Park reports 70% of susceptibles 
protected by a single injection, 80% by two, 
and 90% by three injections. The remain- 
ing 10% are more resistant and require fur- 
ther treatment. From one to three months 
is the period required for the full effect of 
a single injection of toxin-antitoxin in 
stimulating the development of anti-bodies 
in the blood. 

The toxin-antitoxin which we have used 
has been the product of Parke, Davis & 
Company. It is obtainable in 1 c. c. am- 
pules containing 400 units of toxin neutral- 
ized with antitoxin. That dosage may be 
given to any age with safety although some 
physicians have given % or 34 c. c. to babies 
under a year. I have seen no reactions 
other than an occasional rash in the very 
young from any dosage employed. Older 
children and adults, however, give a reac- 
tion similar to that of a typhoid vaccina- 
tion, varying in degree from a slight sore- 
ness at the site of injection (usually the 
arm) to headache and feverishness, and, 
in the case of some adults, to chills and 
prostration lasting two to four days or even 
longer. These observations are based on 
approximately a thousand injections. 

It has been most gratifying to note the 
interest in the subject of diphtheria pre- 
vention on the part of parents generally and 
of those having the care of dependent 
children in charge. 

At the Prostestant Orphan Asylum in 
Detroit, the work has progressed along 
definite lines and observations on _ their 
group appear to present a valuable contri- 
bution to our experience and strong evi- 
dence of the value of the effort. This in- 
stitution has a capacity somewhat in ex- 
cess of a hundred, 102 being the largest 
number of children cared for at any time 
since entree was granted six months ago 
through the courtesy of the staff. The 
children range from three to 14 years of age. 
Almost all attend the public schools and 
receive visitors at intervals, making con- 
tact with carriers an ever-present problem. 
The institution is distinguished for its 
home-like spirit and wholesome discipline. 
The children themselves have given inter- 
ested co-operation in the work. 

A little more than six months ago all of 
the children were tested and those showing 
positive reactions were given a single in- 
jection of 1 c. c. of toxin-antitoxin, Chil- 
dren arriving subsequently were similarly 
treated shortly after admission. Three 
months later the entire number were again 
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Schicked. Of those positive at the first 
test 19 or 45% were definitely negative on 
the second test, Others exhibiting very 
slight reactions usually were called positive 
and given second injections. Shortly after 
the second test the first clinical case of diph- 
theria developed in the orphanage in a boy 
of 7% (C. Y.) who had reacted markedly 
on the first test and so slightly at the time 
the second test was read that he was be- 
lieved to have developed immunity, Sim- 
ilarly—F. McM. girl %, developed a clinical 
case after a single injection of T. A. and 
six weeks following a negative reading of 
Schick test. 

Although proven not to be completely im- 
munized these cases were mild ones. Sub- 
sequently ten additional pharyngeal cases 
developed and were removed to the Herman 
Kiefer hospital. Consideration of these 
cases individually is interesting: 

L. W., girl 734, was positive on second 
test, but not given second injection of toxin- 
antitoxin as she was quarantined for chicken 

Ox. 
' W. S., girl 10 and L. P., girl 7, positive on 
admission, did not get toxin-antitoxin, being 
isolated for measles. 

A. M., girl, 11, developed diphtheria 23 
days after initial injection of T. A. 

J. B., girl, 9 the latest arrival, not tested 

B. C., girl 8, developed diphtheria three 
months after initial injection of T. A. 

E. O., girl 5, developed diphtheria 47 days 
after second injection of T. A. _ 

M. M., boy, 6, developed diphtheria 4 
weeks after second injection of T. A. 

One nurse, who had not been tested, de- 
veloped a clinical case. ; 

I. R., girl 10, the most recent case in the 
institution, developed 12 weeks after a nega- 
tive Schick reading. 

During this period 19 carriers were found 
in the institution. Of these nine reacted. 
negatively to two Schick tests; one had re- 
ceived a single injection of T._ A. two 
months previously; four had received two 
injections of T. A., the second being as late 
as 28 days previously; three had become 
Schick negative after single injections of 
T. A. and one was a nurse who had not re- 
ceived the test. ; 

It is interesting to note that in spite of 
the carriers and contacts no antitoxin was 
given in the home excepting to one carrier 
who exhibited nasal symptoms with slight 
temperature. This child and one other 
suspicious nasal case who was not given 
antitoxin, had become Schick negative after 
initial injections of T. A. Only in these 


- two individuals and the last case developed 
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could any question of the accuracy of the 
tests be raised. Excepting these (if they 
were true infections) no case developed 
among the Schick negative. As the cases 
generally were mild it is believed that the 
one or two injections of T. A. administered 
may have modified the disease. Had the 
tests not been made the wholesale admin- 
istration of prophylactic antitoxin would 
have been in order. 

In the current issue of the American 
Journal of the Diseases of Children, Blau- 
ner reports the occurrence of light clinical 
cases in a New York orphanage with local 
manifectations, but little toxine or other 
general symptoms. 

Of the children who were Schick positive 
on two tests six months and three months 
previously, 18 remained in the institution. 
On a recent third test only five of these 
were definitely positive, but it was deemed 
best to give six of the others the benefit of 
treatment and consider them faintly posi- 
tive. Seven were definitely without any 
reaction to the Schick test. 

It is believed that in the future a more 
prompt and efficacious immunization can 
be accomplished by administering suscep- 
tible toxin-antitoxin at intervals of two to 
four weeks for at least three injections, 
which, according to Dr. Park, would pro- 
tect at least 90%, repeating the Schick test 
after three months. Once the entire group 
are immunized the incomplete protection of 
newly arrived children will not provide a 
problem as the field will be infertile for a 
considerable spread of the disease. 

In conclusion I desire again to call at- 
tention to the public records of Detroit for 
the consideration of those of us who are 
practitioners. Of the 370 individuals, who 
died from diphtheria during 1920, 328 or 
88.6% had not reached the age of 10; 58.6% 
were under 5, which is usually considered 
school age; 31.1% were between one and 
three, and 7% were under one year. These 


facts show the disease to be pre-eminently 


one of early childhood. Both experience 
and the Schick test indicate that the period 
of greatest susceptibility is from the latter 
months of the first year to the third year, 
when at least 75% lack natural protection. 
Although as yet only a small series of our 
tests on mothers and new born babies indi- 
cate that the babies are susceptible from 
birth when the mothers themselves are 
susceptible. The pre-school age is the 
period when active immunization is most 
needed. Among the very young there has 
been an entire freedom from harmful or un- 
comfortable reactions of any sort to the 
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administration of toxin-antitoxin. It is not 
uncommon that nurses are unable to dis- 
tinguish- the treated from the untreated, 
and mothers frequently inquire, “When 
does the injection take effect? I have seen 
nothing unusual as yet.” ; 

Because of the time consumed in making 
accurate readings, the Schick test is one 
which is not likely to appeal to large num- 
bers of busy practitioners. Even mild re- 
actions from toxin-antitoxin may result in 
such complaint from a child of ten or more 
as the deter the parents from continuing 
the treatment. In view of the low mortal- 
ity occuring after the ninth year, it is evi- 
dent that we should concentrate our efforts 
on the earlier years and develop a popula- 
tion immune to the infection. 

In consideration of these facts set forth, 
I desire to offer for your consideration my 
recommendation that all physicians who 
have the care of babies and small children 
endeavor to immunize them during the per- 
iod when they are most susceptible, begin- 
ning between the sixth and ninth months. 
Three or more injections of toxin-antitoxin 
may be given at intervals of one week to 
one month, depending upon circumstances 
obtaining in the family and in the vicinity 
regard to diphtheria prevalence, without 
appreciable discomfort to the patient or ob- 
jection on the part of intelligent parents. 
The Schick test, if desired, may be reserved 
until some later date and used to determine 
whether or not the immunization has been 
complete. 

I believe it is our duty as physicians to 
inform parents as to the seriousness of the 
disease among the young and the possibili- 
ties of preventive treatment. From my 
own experience it is evident that intelli- 
gent parents appreciate the interest shown 
in bringing the matter to their attention 
and are ready to have the means suggested 
used to prevent diphtheria. I earnestly 
commend this to your consideration. 

DISCUSSION 


DR. HENRY F. VAUGHN, Detroit: I think we 
are all interested in what Dr. Ross has had to offer. 
There is no question at all in my mind about the 
value of the use of toxin-antitoxin. I do, however, 
want to say just a word or two about these SO- 
called statistics. Of course, you can prove anything 
by statistics. We are not proud of our diphtheria 
record in Michigan, as a whole, nor in the city of 
Detroit. A statement has appeared in the past, 
from time to time, that the diphtheria death rate in 
Michigan is higher than it is in any other state in 
the Union, and I guess there is no question about 
it. It is higher. When you study a death rate, 
however, for any specific cause, you must go a little 
farther than the consideration of merely a crude 
death rate. What is true for Detroit, is true for 
the state as a whole. Detroit has the highest birth 
rate of any city in the country. We have a birth 
rate which runs from twenty-seven to thirty per 
thousand. Most cities have a birth rate of about 


twenty per thousand. Detroit, and Michigan as a 
whole, are made up of young communities, like 
Flint, and other prosperous cities, which have had 
attached to their communities people of marriage- 
able age, people who are out to make a start in 
life, and who are attracted to the industries of this 
state. Consequently, we have that type of people 
who are building up their homes, building up their 
families, and we have a high birth rate. The result 
is that Michigan and Detroit have a very high 
proportion of their population in the age group 
where diphtheria is most prevalent. 

As Dr. Ross has said, from the later months of 
the first vear, until the third or fourth year, people 
as a whole are more susceptible to diphtheria; so 
that really to compare our diphtheria record in 
Michigan with that of other states, we ought to 
correct the statistics for age distribution. 


If you look at our statistics, for our state, for 
our large cities, you will find that our cancer death 
rate, and the death rate from diseases of adult life, 
is much lower than for New York City, for example, 
or New York state, and other parts of the country. 
That probably does not mean that we have any less 
cancer per population at that particular age group, 
but there should be a correction made in all statis- 
tics; and I merely speak of this so that nobody will 
have the impression that Michigan is so much worse 
in this respect than other states; and with the free 
distribution of antitoxin the coming year by the 
state health department, there should be a marked 
reduction in the diphtheria death rate. 


DR. LAFON JONES, Flint: I am glad to see 
that he is very orthodox, meaning that he believes 
as I do. (Laughter). I think that we might well 
overlook the Schick test entirely, and go ahead and 
give the toxin-antitoxin as a matter of routine to 
every infant, inasmuch as the Schick test is difficult, 
and the reaction of toxin-antitoxin is negligible. 


I think also that we will never get very far with 
it until we sell the idea to the general practitioner. 
I thought I had a great deal of influence with par- 
ents in Flint, and I recommended the toxin-antitoxin 
to a great many of them, and my experience was 
they all went and asked their family physician if it 
was all right before they came back and took it. I 
might also warn you, if you want to make the use 


_of toxin-antitoxin a routing thing in your commun- 


ity, it would be best to avoid giving it to adults. You 
can do more to discredit the use of toxin-antitoxin by 
giving it to adults with one or two bad results,, than 
the good you can do in years. I had the personal 
experience of putting about seven nurses in our hos- 
pital to bed in one day, by giving them toxin-anti- 


toxin. It made me very unpopular there for a 
while. 


DR. WM. DeKLEINE, Flint: I might also sug: 
gest that boards of health, rather than giving it to 
all children in schools, offer it to kindergarten and 
first-grade children each year, through their parents 
and concentrate upon children of that school age. 





DISEASE AND TREATMENT OF THE 
MAXILLARY SINUS 





FERRIS SMITH, A. B., M. D., F. A.C. S. 
GRAND RAPIDS, MICH. 

The purpose of this paper will be a resume 
of the etiological factors, a discussion of 
gross pathology, a review of cardinal signs 
and symptoms, the diagnostic points, and a 
criticism of the accepted treatments of dis- 
ease of the maxillary sinus, rather than an 
attempt to review the literature on this sub- 
ject. It is a reasonable assumption that you 
are all acquainted with this literature and 
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have access to many excellent compilations 
and texts on this subject. 


ETIOLOGY 


The frequent infection of this sinus may 
be credited to the anatomy of its nasal wall 
and proximity of the teeth to its floor, to- 
gether with the fact that it has direct con- 
nection with the frontal sinus in a large per 
cent of cases. The blood supply enters the 
pars memlbranacea and ostium at which 
point it is surrounded by loose glandular 
tissue which swells readily from infection 
or external pressure to produce congestion, 
and hence to create an ideal condition for the 
incubation and extension of disease. The 
bony walls have double blood supply from 
the periosteum of either side and hence es- 
cape the frequency of involvement observed 
in the lining membrane. 


Predisposing local factors of infection are 
abnormalities in the size and position of the 
middle turbinate, deformities of the septum 
and hypertrophic ethmoiditis. Direct fac- 
tors in order of importance and frequency 
are: (1) Extention from the nasal mucosa 
(acute rhinitis, etc.) ; (2) from the alveolus 
by contiguity or continuity; (3) the convey- 
ance through the circulatory system in in- 





(Fig. 1) 


fectuous diseases (influenza, etc.); (4) 
drainage from overlying sinuses; (5) syph- 
ilis, tuberculosis, malignancy and osteomye- 
litis; (6) foreign bodies (teeth) ; (7) trauma- 
tism (galvouo-cautery). 

Considerable discussion has arisen over 
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the relative importance of these factors. It 
is quite natural that the rhinologist should 
feel that a large percentage of cases are 
nasal in origin because his clientele is largely 
made up of patients with nasal pathology. 
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For similar reasons, the oral surgeon comes 
to believe that the teeth are the predominat- 
ing factors. However, too great importance 
should not be given to the alveolar process 
and teeth. Both should be carefully exam- 
ined in completing the findings on any case 
but recent statistics show that not more than 
twenty-five per cent of infections are attrib- 
utable to this source. Brophy and his pupils 
still claim that about ninety per cent of in- 
fections are dental in origin. 

PATHOLOGY 


The pathology in acute cases consists of 
passive congestion, inflammation, and sup- 
puration of the lining membrane; occasion- 
ally there is ulceration and extension of the 
infection to the bone. Where the origin is 
dental, there is added a local bone necrosis. 
If the process is chronic, there is added to 
the above pathology, polypoid degeneration, 
retention cyst formation and sometimes ne- 
crosis of the bone. Occasionally one notes 
pressure atrophy of the bone with no ne- 
crosis. When the antrum acts as a reser- 
voir for overlying chronic sinuses, there is 
frequently no marked changes in its lining 
membrane. 

Chronicity depends upon the general re- 
sistance of the patient, the type of infecting 
organism, the presence of nasal deformity 
obstructing aeration and drainage, repeated 
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infections, and the presence of infected or 
abscessed teeth. 
SYMPTOMS 
The symptoms and signs of acute sinusitis 
vary with the duration of infection. Fre- 
quently the patient complains of a “one sided 














nose cold” or a sense of fullness about the 
eye and face. More frequently, he com- 
plains of pain, purulent discharge from the 
nose, loss of taste and smell and the usual 
complex of symptoms which mark any acute 
infection. The presence of pain depends 
upon the degree of inflammation and con- 
sequent patency of the ostium. Occasion- 
ally it is the only symptom present. Its 
classical location is about the supra-orbital 
nerve but it is sometimes referred to the 
teeth and malar region. In the early stages 
it is constant but later becomes remittent 
and is most intense after arising until about 
two in the afternoon. It is aggravated by 
motion or jarring the head. 


The signs in the early stages consist of 
stippling and swelling of the bulla with in- 
creasing and diffuse swelling of the entire 
lateral wall. Pus appears later—about the 
second day—in the middle meatus. There 
is occasionally edema of the lids. Rarely, 
orbital edema and phlegmon, meningitis or 
general pyaemia may complicate the picture. 

The chronic cases offer a wide variation of 
symptoms and signs. Frequently there is 
nothing but a foul odor to call the condition 
to the patient’s attention. Pain is rarely 
present unless there is bone inflammation. 
Headache, in the form of neuralgia, dull ach- 
ing over the entire side of the head, or mi- 
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graine is a frequent complaint. Dull aching 
over the sinus, the malar. and the zygoma is 
occasionally the only symptom. This may 
be constant or intermittent in character and 
is sometimes referred to the opposite side. 

Permit me to emphasize another group of 
symptoms which should cause investigation 
of the sinuses. These constitute the typical 
picture of purulent bronchitis, bronchiec- 
tasis, and infective asthma. All too fre- 
quently these conditions depend upon a 
chronic sinus which is overlooked or ig- 
nored. 

The signs of chronic sinusitis are: Se- 
cretion which may be serous, mucoid, muco- 
purulent, or purulent and which may or may 
not possess odor; hypertrophy and polypoid 
degeneration; and chronic pharyngitis. In 
rare cases one notes thinning of the bony 
walls and pain on pressure. 

DIAGNOSIS 


The diagnosis of either condition depends 
upon the history; the presence of the above 
symptoms and signs; dental findings, both 
objective and radiographic; radiographs; 
and the use of the diagnostic needle. It is 
well at this point to emphasize again that 
the transilluminator and radiograph are only 
links in the diagnostic chain and should 
never be depended upon alone. Keep in 


mind that pus does not impede light but that 

















the shadow depends upon thickened mem- 
brane or abnormally thick bone which may 
vary in thickness on the two sides. The 
needle findings are positive and readily ob- 
tained without discomfort to the patient. 
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TREATMENT 


Treatment of the acute cases is quite 
simple. Aspirin and soda is administered in 
large doses during the acute onset and the 
patient frequently poultices the lateral nasal 
wall with steam or hot saline irrigation. 
Balsams and tinctures added to the water 
have been of no service in my hands nor do 
they appeal to my sense of reason. Argyrol 
or silvol, either in an atomizer or on tam- 
pons, are frequently used. I am opposed to 
adrenalin and cocaine sprays because the 
transient benefits do not balance the bad late 
effects of these drugs. Suction has been of 
no value in my hands. If prompt relief does 
not follow these measures, the antrum is 
washed out through a needle inserted under 
the lower turbinal or drained at this point 
through a “window opening.” Frequently a 
single or a few lavages through the needle 
produces prompt cure. In making a “win- 
dow opening” it is better to trim the tur- 
binal diagonally from above downward, 
rather than to amputate its anterior end. 
This prevents subsequent hypertropthy of 
the posterior end of the stump. A perforation 
about a quarter of an inch in diameter is 
made at the lowest point in the wall with a 
Welhelmenski trocar and enlarged with a 
curette. The antrum is irrigated daily with 
saline. Ten days to two weeks is usually 
all that is required of this treatment. 

The treatment of an antrum through a 
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tooth socket is only excusable when the in- 
fection depends upon that particular tooth. 
No tooth is near the floor at its most de- 
pendent point. A discussion of the effect of 
pus draining into the mouth and of reinfec- 
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tion of the antrum from the mouth need not 
be entertained here, 

The choice of treatment in a chronic case 
should depend upon several factors. One 
not only has to consider a method that will 
heal the antrum but must also consider the 
comfort, both mental and physical, of his 














patient, of the time required and the relation 
of this to the social status and financial 
ability of the patient, etc., etc. 

The cases of bone involvement and 
marked polypoid changes demand radical 
surgery of some type. Of the other cases, 
about seventy per cent will heal after free 
drainage, aeration and intelligent treatment. 
In my practice, these patients are operated 
under a local anaesthetic after Dahmer’s 
method—a large “window opening” with an 
inturned mucus membrane flap to prevent 
closure by granulation—and instructed in 
the irrigation and care of their case. They 


‘report for observation weekly and, if after 


six weeks of care they do not show a positive 
tendency to heal, they are radically operated. 

A choice may be made from six operative 
procedures. 

(1) The Krause-Mikulicz procedure modi- 
fied by Lathrop, consists in the removal of 
the anterior third of the lower turbinal and 
the removal of a large part of the wall along 
the whole length of this turbinal. This per- 
mits of irrigation and direct treatment of the 
lower part of the antrum. The opening par- 
tially or completely closes by granulation. 
There are many failures following this 
method. 

(2) Dahmer’s method consists in resect- 
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ing the anterior third of the lower turbinal 
and making a flap which is turned down on 
the lateral wall at this point. The uncov- 
ered bone is removed and the flap turned 
into the antrum to prevent granulation. The 
advantages and results of the procedure are 
otherwise the same as in method No. 1. 

(3) Canfield’s Operation. In this pro- 
cedure the antrum is entered through the 
nostril from the junction of the anterior and 
nasal walls. The wall is cut away freely 


above and below so that the anterior-supe- 
rior angle can be curetted and drainage fur- 
It preserves the 


nished at the lowest point. 


(Fig. 7—Balloon) 


turbinate and permits direct treatment by 
anterior rhinoscopy. It is a very efficient 
procedure in many cases. 

(4) Caldwell-Luc Operation. This pro- 
cedure consists in a sufficiently large open- 
ing through the canine fossa to permit in- 
spection and instrumentation of the antrum. 
The lateral wall beneath the turbinate and 
all pathological areas are removed. The mu- 
cus membrane covering the lateral wall is 
turned onto the floor of the antrum to pre- 
vent granulation of the cut wall. The in- 
cision is closed and the cavity packed and 
dressed through the nose. Treatment con- 
sists of frequent packing, irrigation, mop- 
ping and powdering. Healing occurs in a 
few weeks or several months, depending 
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upon the extent of mucosa removed, pres- 
ence of ‘bone pathology, etc. 

(5) Denker’s procedure is a more radical 
bone operation resulting from the observa- 
tion of many failures after the Caldwell-Luc 
technic. These failures depend largely upon 
the inability to curette the anterior-superior 
angle through the canine fossa opening. To 
remedy this fault, Denker cut away the 
bone at the juncture of the nasal and an- 
terior walls from the floor to the roof and 
removed enough of the anterior wall to allow 
free access to the cavity. Otherwise the 
procedure is the same as the Caldwell-Luc. 

(Fig 1. Caldwell-Luc opening on the 
right. Denker opening on the left.) 

In all of these operations healing is slow, 
dressings are more or less painful and the 
expense and loss of time for the patient is 
considerable. The end result of tedious 
weeks of care is scar. 

The technic which is now offered applies 
to those old chronic cases where large areas 
or the entire mucosa requires removal. It 
presents striking advantages to both patient 
and surgeon in the simplicity of its applica- 
tion and the small amount of after care re- 
quired to obtain a perfect result. 

The incision is made from the labial 
frenum to the second bicuspid tooth and the 
bone uncovered so that the (Fig. 2 and 3) 
pyriform opening, the junction of the an- 
terior and nasal walls and the canine fossa 
are clearly in view. Next the soft attach- 
ments of the nostril and the mucosa on the 
nasal wall beneath the lower turbinate are 
elevated from the bone. An opening, similar 
to that in the Denker procedure, is made in 
the canine fossa and the mesial wall beneath 
the lower turbinal attachment is removed 
(Fig. 4). This bone removal includes the 
angle of junction of the two plates from the 
floor to the roof. The diseased lining is re- 
moved and the cavity packed with adrenalin 
gauze while two Thiersch grafs of proper 
size to line the entire defect are cut from 
the arm or thigh. The mucosa which cov- 
ered the mesial wall is now turned down on 
the floor of “the antrum. The grafts are 
spread smoothly over the dry bone and are 
held in place with gentle, even pressure by a 
rubber balloon (Fig. 5). This balloon is 
attached to the end of a rubber tube which 
is lead out through the nostril. The incision 
is Closed with horse hair. (Fig, 6). 

On the third or fourth day, the balloon is 
deflated and removed through the nostril. 
(Fig. 7). On the following day the antrum 
is gently irrigated with saline and dried with 
air. This is repeated on five or six occasions 
at two-day intervals until desquamation of 
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the skin is complete. At this stage one finds 
a smooth skin covering the entire cavity. 

At the end of three months, one finds that 
the skin has changed its character. It pre- 
sents a moist, pinkish-white surface which 
is not unlike an anaemic mucus membrane. 
This change is constantly present in skin 
planted in the buccal cavity. 

The first case operated by this method had 
the balloon hose led through the nostril on 
one side and through the incision in the 
canine fossa on the other. The latter side 
became infected and required further sur- 
gery, while the former side healed without 
incident. Another case required twelve 
weeks of packing and treatment because the 
entire skin was lost on the eighth day. A 
third case required five weeks of care be- 
cause of infection and a fourth had a very 
troublesome osteitis in the floor of the an- 
terior end of the antrum and the nose. 
Thirty-two cases have been discharged at 
the end of three weeks, or sooner, without 
incident. . 

The patient and the surgeon have every- 
thing to gain and nothing to lose by this 
technic. If the grafts are lost, the conditions 
and care are the same as follow a Denker 
operation. No packing is required and the 
after care is short and simple. A pleasing 
result is quickly obtained in a large per cent 
of cases. 





CHILD WELFARE 





LAFON JONES, M. LC. 
FLINT, MICH. 


The title, “Child Welfare,’ may seem 
rather broad and inclusive, but for that rea- 
son, I like it. I do not think that we should 
attempt to subdivide it in our thoughts— 
for purposes of administration, we may 
have to approach infant feeding, prenatal 
care and the care of school children from 
somewhat different angles, but nevertheless 
it is one continuous problem and not a ser- 
ies of separate problems. Moreover, I 
think, the various aspects of this problem 
of child welfare need to be more closely 
correlated than they have heretofore been. 
We have been accustomed to speak of pre- 
natal clinics, infant welfare clinics, of school 
inspection, as if each were an end in itself 
instead of a means to a common end. 

That child welfare work is in itself an ad- 
mirable thing, everyone will agree, but we 
will perhaps not all concur in an opinion as 
to its scope, the proper organization to un- 
dertake it and the methods to be used. 
There is a peculiar appeal in the actual suf- 
fering of a child, in the death of a baby, in 
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a crippled and deformed child, and this ap- 
peal is personal; our hearts are touched in- 
dividually. As individuals however, we can 
do little to prevent recurrences of such an in- 
cident, nor should we. It is a public health 
problem. That one baby dies unnecessarily 
or a particular child is crippled, signifies 
little to society, but in the aggregate it be- 
comes a matter of considerable importance, 
and one which must be handled by an or- 
ganization of some sort. 


Who should undertake child welfare 
work? From a _ historical standpoint it 
has been undertaken in its beginnings 
usually by a private organization, charitable 
or religious. We must admit that in many 
cases it has been exceedingly well done by 
such organizations, as far as they have gone. 
The difficulty has been that there has been 
no correlation. Each organization has un- 
dertaken what appealed most to its mem- 
bers, in many cases these organizations 
have been competitive and in no case have 
they covered the entire field. Multiplicity 
of organizations has meant duplication of 
equipment and increase of overhead, so that 
from the standpoint of economy alone, pri- 
vate initiative would have to be condemned. 
Theoretically, moreover, it is a state prob- 
lem. The health of its children should be 
as much a matter of state concern as is 
their education. It has been, I believe, 
conclusively proven by experience, that the 
only approach to universal education, has 
been in those communities where education 
has been a function of the state. The state 
alone has had even moderate success in 
making education accessible to all children 
and it alone has authority to enforce at- 
tendance at school. 

Believing the health of the children to be 
a community problem it would be logical 
for the community to accept the responsi- 
bility and supervise the care of its children. 
Also, logically, it would seem that the work 
should center in the Health Department. 
There are those who believe, and with some 
good reasons to support this belief, that 
health work in the schools should be a func- 
tion of the Board of Education. If this 
work were an entity in itself, or the only 
child welfare activity in a community it 
might well be left to the school authorities, 
but as a part of a general scheme it should 
be organized along with other child welfare 
activities. The school organization will 
rarely have the equipment and facilities for 
caring for the cases found. As a matter of 
fact, the system has been tried out and has 
apparently been successful in both ways, 
but it is interesting to note that many cities 
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in which medical work in the schools was 
inaugurated under the Board of Education, 
have since found it advisable to change. 
Milwaukee, for instance, after ten years’ 
trial of medical inspection organized by the 
schools, has transferred this work to the 
Health Department. 

What should be the scope of child welfare 
work? In my opinion, the state should un- 
dertake everything for the physical welfare 
of the child that would not otherwise be 
done at all, or would not be well done. This 
includes preventive and curative medicine. 
As regards curative measures, the financial 
status of the parents should not always be 
the deciding factor as to whether the child 
should be cared for by the state. The state- 
ment of Davis and Warner regarding dis- 
pesaries might well apply here. They say, 
“Dispensaries established for public health 
purposes * * * * must be governed 
primarily by considerations of public health, 
which often have nothing to do with the 
finances of the patient, or of the medical 
profession either.” It is a matter of fact 
that there are some children, badly in need 
of medical aid, who will not get it through 
their parents, although those parents are 
well able to pay for it. Theoretically, we 
say that these parents should take care of 
their children, practically, they do not. , It 
is not fair that the children should be ex- 
pected to pay the penalty of this lack of care 
on the part of their parents. We have, to 
ibe sure, in this state a law regarding ne- 
glected children, by which they may be 
made wards of the court and the treatment 
enforced, but this can only be successfully 
invoked in the most flagrant and obvious 
cases. 

The scope of medical child welfare work 
should be, to attempt, by the education of 
the parent and of the child himself, by co- 
operation with the family physician where 
possible and by medical and surgical care 
where necessary, to bring the child to ma- 
turity with a healthy normal body. From 
the standpoint of society, physical educa- 
tion and development is of no less import- 
ance than mental education and develop- 
ment. 

It is not to be supposed that the medical 
profession will ‘unanimously agree with 
this idea. Many physicians look with dis- 
approval on every step which they feel in- 
fringes upon the private practice of medi- 
cine, regardless of the good accomplished 
by that step. They will disapprove this 
regardless of the fact that we are attempt- 
ing what private practice in several centur- 
ies has failed to accomplish. The very fact 
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that we do find among our children, such 
numbers of cripples, of undernourished and 
of physical subnormals, is all the argument 
needed for the state supervision of children’s 
health. Much can be accomplished by 
purely educational devices, many parents 
need only to have their attention called to 
the need for care, but a large part of the 
care will never be secured except the state 


give it. 


Medical supervision, state or private, 
should begin with the individual from the 
time of conception. There is no more im- 
portant factor in infant morbidity and mor- 
tality than that group exerting its influence 
before and during birth. What little prog- 
ress we have so far made in decreasing in- 
fant mortality has been chiefly in the direc- 
tion of lessened mortality due to gastro in- 
testinal disease. Still-births and deaths 
shortly after birth, due to prenatal causes, 
have scarcely been touched. 

We may fairly group together still-births 
and deaths occurring in the first two weeks 
of life and say that they are collectively due 
to prenatal causes. Included in this group 
there were 244 deaths in Flint in 1920, a 
rate of about 81 per 1,000 births (including 
both live and still-births). Above the age 
of two weeks and under 1 year, there were 
139 deaths, giving an infant death rate of 
46 per 1,000 total births, when deaths under 
two weeks are excluded. It is obvious 
therefore, that our greatest opportunity as 
well as our greatest obligation in the care 
of infants lies in this group of deaths due 
to prenatal causes. 

A comprehensive program then for child 
welfare work must start with the child be- 
fore birth, oversee him through infancy, su- 
pervise his school life, and graduate him 
with a healthy normal body and the funda- 
mentals of hygienic living so drilled into 
him that it is as much a part of his mental 
furniture as is his arithmetic. A child wel- 
fare program in a modern community in- 
cludes prenatal care, infant welfare work, 
care of the pre-school and school child, It 
includes health education first of the parents 
and later of the child himself and of these 
two the first is incidental, the latter funda- 
mental. Of these things, the health, care 
and education of the school child is the most 
important and the most exacting. The child 
is spending practically one-third of his time 
in the care of the community, We must pro- 
vide a healthful environment, neutralize as 
far as possible the false teaching and wrong 
living in the home, protect the child as far 
aS we may against infection and secure cor- 
rection of those defects already acquired. it 
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is the most important because in the schools 
for the first time we can make contact with 
practically every child. And it is in the 
school that the community first accepts the 
responsibility for the care of the children, 
whether it recognizes that responsibility or 
not. It is in the school that we can begin 
and carry through the education of the child 
in health and right living. 


The real problem in school work, from 
the public health standpoint, has always 
been to make health a live and interesting 
subject to the child, to make the child see 
the subject as something practical in its ap- 
plication to himself; and I think that it 1s 
only since personal health has been ap- 
proached from the public health standpoint 
that any success has been aschieved in that 
line. Those of you who attended school 
where physiology and hygiene were parts of 
the curriculum, will I think, agree with me 
that these text books were of as much practi- 
cal value as the abstract idea of infinity in 
mathematics. We would read of the terrible 
results following the use of tobacco and then 
go around behind the barn and smoke cig- 
arettes. 


The mere fact of seeing the routine physi- 
cal examinations made in the schools has 
had an important educational effect on the 
child, and the necessary discussions in the 
follow up work have made an impression on 
both child and parent. 


Fresh air schools, nutrition classes, health 
plays and last but by no means least, the 
Modern Health Crusade of the National 
Anti-Tuberculosis Society have all combined 
to make health a live, interesting subject to 
the child, and public education in public 
health, will, I feel, do more toward making 
possible our ideal of an equal health oppor- 
tunity for every child than any one other 
thing we can do. 


All these things presuppose some plan, a 
definite order of doing things, a recognition 
of the extent of our responsibility, one or 
more physicians and dentists and, most im- 
portant, an efficient nursing service. Given 
a well planned program of child welfare 
work, much more than half of its success 
will depend on your nurses. The nurse it 
is who makes the contact in the home, on 
her personality will depend largely the 
awakening of the childs interest in health. 
We must depend upon the nurse to actually 
vitalize the instructions of the physician, 
and without her enthusiasm and interest 
the work will be largely waste effort. 

What do we hope to accomplish iby child 
welfare work? The prevention of infant 
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deaths and the actual decrease in mortality 
statistics is without doubt the most spec- 
tacular thing we can do and yet I have a feel- 
ing that it is far from being the most im- 
portant. Prevention of premature deaths is 
incidental, our real goal is to bring the sur- 
vivors, as far as possible, to healthy matur- 
ity, able to take their part in the struggle of 
life, unhandicapped by poor health and with 
that real joy of being alive and able to fight 
that only real health can give. 


DISCUSSION 


DR. WM. DeKLEINE, Flint: Mr. Chairman, the 
routine physical examinations and instruction of 
school children relative to disease is an extremely 
important thing. I want to just give an illustra- 
tion of what can be accomplished by this kind of 
work by citing an instance of what has been done in 
some of our schools in Flint. In one of our schools, 
in a foreign district, where there is nothing but 
foreign children in attendance, we have applied 
physical correction and educational work as far as 
it can be carried. For instance, in one or two rooms 
of this school we have given 100% dental correction, 
and have carried out the other physical corrections 
as far as possible; we have made the physical con- 
dition of the children as nearly perfect as can be 
made in the room. 

In addition to that, in this school, and in some 
of the other schools, too, the principal has organized 
Welfare Week for educational purposes entirely, 
teaching the children to do their own inspection, in- 
specting themselves from day to day, which, I 
hardly need to say, is an extremely important thing 
for the school. In other words, the educational 
work relative to health is done by the children them- 
selves. In one room in this school where the work 
has been carried as far as it possibly can be carried, 
not a single child has been absent this winter from 
school for illness, with one exception. In February 
every child in the room made his grade. 

I believe that where physical correction and edu- 
cational work is carried as far as it can be carried, 
and ought to be carried, in school, it is going to 
have a wide influence upon the education of the par- 
ents, as well as upon the health and morals of the 
children. It is a very important thing. 


DR. WORTH ROSS, Detroit: I believe, with Dr. 
Jones, that this important subject of child welfare 
has to deal largely with the education of the par- 
ents, in the care of their normal children, rather 
than merely the treatment of the sick, as occasion 
arises. I believe that educational facilities should 
be free to all, and that we should urge, not only 
upon those who are ordinarily clinic patients, but 
upon the well-to-do, as well, the advantages of peri- 
odic examinations of the apparently well child. This 
will do a great deal towards the prevention of ill- 
ness and defects among apparently normal children. 

The experience of all of us is doubtless the same, 
that is, that the mortality of the first year, is 
largely in the first month of life; that, to- 
gether with a large number of premature births 
and still-births, would certainly indicate to us 
that our efforts should be concentrated on the 
prenatal and the earliest weeks of life. With 
such concentration, I believe we may do a 
great deal towards lessening mortality. The 
earliest period of life is undoubtedly the proper time 
to confine the mother to a separate room for sug- 
gestions and instructions regarding the care; and it 
seems to go without saying that better prenatal con- 
ditions and instructions regarding care during the 
earliest period of life, together with the importance 


of breast feeding, will do much to reduce our mor- 
tality. 
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CARCINOMA OF THE LARGE 
BOWEL* 


C. D. BROOKS, M. D. 
DETROIT, MICH, 


‘Cancer of the large bowel is a very serious 
condition, and from hospital records and 
other reliable statistics it would seem that it 
js on the increase. The incidence of cancer of 
the small bowel is very small, probably about 
one per cent, so that it can almost be ignored 
in consideration of intestinal neoplasms. 

Cancer of the large bowel, however, is very 
frequent, especially is this true of cancers 
at the ileocecal junction and of the rectum. 
Inasmuch as cancers of the large intestine 
are often local in extent for a considerable 
period of time, it is highly important that 
the attending physician should be careful 
regarding his examination, as these growths 
are often easily detected. As elsewhere, it 
is usually in diagnosis that the unfortunate 
mistakes that come from negligence and 
carelessness in painstaking details which al- 
lows patients to die of this disease. It is the 
omission of the important step in the diag- 
nostic regime whereby the questionable tu- 
mor is overlooked. It is due to the often 
very lightly looked upon symptoms of gas 
distention, constipation, and ill feeling, 
whether or not associated with blood in the 
stool. The high mortality incident upon 
such growths is not always due to the 
growths themselves, but to their late diag- 
nosis, incomplete and improper treat:..cnt. 

As a rule malignant growths of the large 
bowel give certain definite and characteris- 
tic symptoms which, if properly correlated 
at the first careful examination, and a diag- 
nosis made, and operation advised early, 
could be removed. The records at Harper 
Hospital show that there were three hun- 
dred and six cases of cancer of the large 
bowel between January 1, 1919, and July 1, 
1921. The high mortality is due to the late 
and neglected cases, or in those who have 
had palliative treatment instead of radical 
surgery. Palliation has no place in the treat- 
ment of suspected cancers of the bowel or in 
cancer elsewhere, unless it has been so de- 
cided by competent authority that such are 
absolutely beyond the help of surgery. 

Cancers of the cecum, hepatic flexure and 
transverse colon are often accompanied by a 
grave secondary anemia, so that from the 
stand point of the blood picture a number of 
cases would seem to be inoperable. We are 
sure that a number of cases have been re- 
fused operation when they should have been 
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operated upon, had this fact been known. 
The anemia is in far greater proportion in 
this particular region of the colon than 
would attend the same extent of growth in 
the descending colon or rectum. This is a 
very important point and is another reason 
why the laboratory work that is done in a 
case should be correlated with clinical ex- 
perience. 


We have been considerably surprised in 
some of our cases that would seem to be ab- 
solutely hopeless, as far as their general ap- 
pearance, their ‘blood examination, their 
weakness, etc., to have entirely and rapidly 
recovered with very little operative shock 
after radical operation. In fact, we have 
come to believe that in this region of the 
colon, unless the mass seems to be absolutely 
and without question hopeless, and the pa- 
tient’s condition desperate, that they all 
should have an exploration to determine the 
resectability, and have the first stage of a 
two-step operation. 

PATHOLOGY 


The adeno-carcinoma is the common kind 
of cancer of the large bowel, and we have 
seen a number of colloid carcinomas, es- 
pecially at the illeocecal junction. These col- 
loid carcinomas, while often causing total or 
practically total bowel obstruction, asso- 
ciated with a high grade anemia, with in- 
filtration of the bowel wall, and often sec- 
ondary involvement of the parietal perito- 
neum, will often do extremely well if radical 
Operations are performed. 


The metastases in these cases are not 
nearly as frequent as in adeno-carcinoma or 
in the squamous-celled carcinoma, usually 
found at the anus or within the lower four 
inches of the intestinal canal. The adeno- 
carcinoma is the most common type found. 
Often times these carcinomatous ulcerations 
persist for a considerable time. At this time 
there is no involvement of the serosa and no 
metastasis. Some cases go from this con- 
dition of a simple carcinomatous ulceration 
to one of annular infiltration with obstruc- 
tion under the eyes of the attendant. Often 
times on account of there being no obstruc- 
tive symptoms and no macroscopic blood in 
the stool, the diagnosis of cancer is not con- 
sidered. Whereas we believe that it is a 
patient’s right that his attending physician 
should at least consider that his intestinal 
distress or other symptoms may be caused 
from such a beginning carcinoma, and 
should have a thorough examination. The 


squamous-celled types of the lower three or 
four inches of the lower bowel are often 
localized for considerable time, so in fact 
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is the adeno-carcinoma of the upper bowel. 
These former types as a rule would be easily 
felt by the examining finger and ought never 
to get beyond the operable state, excepting 
in cases that do not present themselves until 
late. In our expefience we have seen a 
number of cases who have been treated for 
hemorrhoids when the most superficial 
examination would have revealed the case 
to be one of cancer. It is true that many of 


these cases are in the hands of quacks, osteo-. 


paths and healers of various kinds and often 
the physician does not see them until late, 
but there seems to be hardly any excuse, 
when patients present themselves that they 
should not have a careful rectal examination. 
These cancers of the squamous celled type 
metastasize early, both in the liver and in- 
quinal glands, and delay is very dangerous. 
DIAGNOSIS 


There are certain symptoms which are 
usually present even in the small carcino- 
matous ulcers of the bowel. One of the 
first of these is loss of weight. It is im- 
portant that the patient be weighed by the 
physician himself, and not take the patient’s 
word that they have not lost weight, as a 
rule they would not be able to know within 
five or ten pounds, when such loss in four or 
five months would often mean that there was 
some serious constitutional discrasia present. 
I do not recall any case in my experience 
but there has been definite loss of weight 
with even the earliest cancer of the bowel. 

INTESTINAL INDIGESTION 


By this we mean distress at some time 
during the twenty-four hours which is more 
or less constant every day, usually associated 
with distention or gas, and relieved after the 
passage of such. In early cases we believe 
this to be due to spasm of the muscular 
fibers of the bowel, later with infiltration 
and the increase in obstruction of the lumen 
of the gut itself, causing spasm or colic in 
the hollow viscus. Such symptoms are 
usually present and are more or less con- 
stant, often times not complained of by the 
patient, but will be elicited by careful his- 
tory taking. The appetite is often impaired, 
and there is a loss of appetite for certain 
foods. . 

Constipation and diarrhoea may be pres- 
ent and alternate, sometimes with constipa- 
tion for a week or two, followed bv diarrhoea 
for a period. Cases presenting this type of 
symptoms call for careful and complete ex- 
amination of this tract. 

PAIN 


In our experience, pain has not been an 
early symptom in this disease, with the ex- 
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ception of where the growth is situated low 
in the rectum in the fixed portion. We have 
been surprised that many large growths, 
causing practically total obstruction have 
given very little pain, so that pain really has 
very little part in the history of this disease, 
except when considerable ulceration has 
taken place. 
BLEEDING 
Bleeding is usually present in the cases 
when they present themselves for examina- 
tion. Sometimes this blood is present for a 
few days at a time, again several days will 
pass without bleeding being detected. This 
depends a good deal on whether the patient 
is constipated and whether they are taking 
oil or some other bland laxative. Bleeding 
may be only in small amounts and of course 
depends upon the ulceration in the growth 
and would only be found when erosion in the 
ulceration had taken place, so that we should 
not be satisfied with one or two examina- 
tions, but every stool for at least a week or 
ten days should be carefully examined for 
occult blood. Bleeding of course will take 
place more frequently in the cancers of the 
lower rectum and sigmoid than from can- 
cers of the ascending or transverse colon, 
but inasmuch as the lower bowel is easier 
for examination the symptom should not be 
allowed to go without cancer being consid- 
ered a possible cause. 
OBSTRUCTION 

Obstruction is a late symptom of carci- 
noma of the bowel, and as a rule cases are 
well advanced when obstruction has oc- 
curred. This is due to the infiltration of the 
cancer growths which extend in every di- 
rection, more toward the lumen than to the 
serosa. This is very fortunate, as cases may 
be resectable which have total obstruction. 

It is only by careful history taking and 
thorough examination, which can be done 
by the average physician, that an early diag- 
nosis can be made. If the patient has an ob- 
struction, we should suspect malignancy. 
At times only perhaps two of the above 
symptoms will be present, still a diagnosis 
must be made early. By careful palpation 
many of these growths can be found. It has 
been our experience in a certain number of 
cases that we could not feel any mass at the 
first examination, but after a day or two rest 
in bed on a light diet and the patient’s con- 
fidence in the physician has been established, 
there is a greater relaxation in the abdominal 
muscles. I have often ‘been able to feel 
masses which have at first gone unnoticed, 
so that our patients should be palpated very 
carefully at least four or five times. A care- 
ful blood examination of course is indicated 





164 


here, as in every case for diagnosis. A 
hemoglobin somewhat low with slight sec- 
ondary anemia should make us very sus- 
picious that the diagnosis may be malig- 
nancy. Later there is considerable increase 
of the polymorphnecular leucocytes. This 
we believe is due to secondary infection in 
the cancer growth. A -rectal examination 
first- with the finger which should be well 
lubricated and warm. The rectum carefully 
dilated in a way not to cause spasm or un- 
due pain. This is a much neglected part of 
the examination and should be one of the 
first steps to be taken. This is followed by a 
careful proctoscopic examination. It would 
seem to us electric lighted instruments are 
best. The position of the patient either in 
the Syms position or the knee chest posi- 
tion, are usually best for such examinations. 
A small specimen may be taken for examin- 
ation, but we advise against this unless op- 
eration immediately follows. If done the 
site should be cauterized with a cautery. 
X-RAY EXAMINATION 


The X-Ray is a very important factor not 
only in detecting obstruction but it will give 
us, in the hands of the trained X-Ray diag- 
nostician, a fairly good idea of whether the 
obstruction, if one be present, be due to a 
malignant neoplasm or otherwise. Inas- 
much as this can be done without discom- 
fort to the patient it should never be neg- 
lected. The patient should have a regular 
48-hour series of the gastro intestinal tract. 
A few days before, or later, which ever 
seems preferable, the patient should also 
have a barium enema. It is not sufficient 
that such X-Ray diagnosis should be made 
from fluroscopic examination alone, but 
plates should be made for careful study. 
Sometimes patients have had X-Ray exam- 
inations made by incompetent diagnosti- 
cians, and if there is any question in the 
diagnosis, a second X-Ray series should’ be 
taken. If we have a definite plan in our 
complete and thorough examinations, with 
every case presenting one or more of the 
above symptoms, these cases would hardly 
ever get beyond the operable stage, unless 
they were past this stage when first exam- 
ined. 

TREATMENT 


There are no means that we are aware 
of today, for the treatment of cancer of the 
bowel excepting radical operation, in oper- 
able cases. As stated before, there are prob- 
ably many cases who have been refused 
operation who could have been successfully 
operated upon if the proper method had been 


CARCINOMA OF THE LARGE BOWEL—BROOKS 





JOUR. M.S. M.S. 


employed and the personnel of the attend- 
ing staff properly equipped. 

The type of operation will depend almost 
entirely upon the situation and extent of 
growth of the cancer. It is very obvious 
that here, as in other surgical operations, 
that patients should be brought to the best 
possible condition before being subjected to 
operation. It is never advisable to operate 
on such cases for the radical removal of these 
tumors in an emergency, and I would re- 
spectfully call your attention to the fact that 
the mortality attending upon such cases is 
not due so much to the extent of the cancer 
as upon the way they are handled. When 
such patients are seen with obstruction, 
total or partial,, they are never fit for opera- 
tion without a preliminary colostomy. We 
are quite convinced that the two-stage opera- 
tion in cancers of the colon and rectum re- 
duce the operative mortality from thirty to 
forty per cent to less than five per cent. 
Many of these patients should have blood 
transfusions, and it has been our experience 
that they do not need a large amount of 
blood, oftentimes 200 or 300 cc’s will act as 
well or even better than a larger quantity. 
Some of these patients do extremely well 
upon a single transfusion, while others not 
as good, and would be better after having 
two or more. We think that it is well to 
wait a few days before operation is per- 
formed after the transfusions. 

One of the most important features re- 
garding the doing of a preliminary colos- 
tomy before attempting the resection of most 
cancers of the bowel is not only to get rid of 
the fecal current which infests the already 
infected area, but the patient is able to take 
nourishment in large quantities, and I be- 
lieve that it is the most important factor in 
advising preliminary colostomy. We have 
seen patients who came to the hospital with 
a dry and parched tongue, emaciated, and all 
of the other symptoms of very seriously sick 
patients with acidosis from starvation, im- 
prove so that they could hardly be recog- 
nized as the same patient after ten days or 
two weeks following a proper colostomy, 
or enteroctomy and being able therebv to 
take large quantities of fluids. We have 
found that the studies of the blood, both 
cell count and the chemistry of blood as 
noted by the blood nitrogen, are extremely 
important and radical operations should 
never be performed until these conditions 
are fairly favorable. Both conditions of 
high blood nitrogen content and_ blood 
counts readily improve upon forced feed- 
ing and blood. transfusion following 
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colostomy. We believe by the use of 
the above methods that patients who are in 
bad condition and appear to be absolutely 
inoperable will assume such good condition 
that they will be good risks. From two to 
three weeks is, as a rule, long enough, and 
there is no reason for waiting longer before 
proceeding with the second stage of radical 
operation, 


The type of operation will depend upon 
the location and extent of the disease. When 
possible, we prefer to do an end-to-end 
anastomosis and prefer when possible to use 
a large rubber tube in resections of rectum 
and sigmoid when such can be employed. 
Cancers of the lower rectum that can be re- 
moved by the rectal or vaginal route or a 
combination of such are better so removed. 
A few cases are better removed by the 
Kraske operation, i. e., the removal of sacrum 
and coccyx. Ina few cases we have tried a 
preliminary lateral anastomisis between the 
cecum and sigmoid or descending colon in 
cases of obstruction of the transverse colon. 
This lateral anastomosis may take the place 
of a preliminary colostomy. After such an- 
astomosis a rectal tube may be passed from 
the rectum through the anastomocal opening, 
so that the patient is immediately relieved 
of flatus and nutrition can be begun. 

In a few weeks after the lateral anasto- 
mosis is made when the growths are in the 
transverse or hapatic exure, we advise the 
resection of the growth. This makes the 
operation very simple as the patient is able 
to take nourishment the day following the 
operation as the anastomosis which was 
made is the first step of the operation, is 
permanent, and the cut ends of the resected 
portion of the bowel are simply inverted. 

In cancer of the descending colon and 
sigmoid, the Mikulicz operation may be 
performed, where the involved section of 
the bowel is brought outside of the skin and 
in twenty-four or thirty-six hours a colos- 
tomy is made and a few days later: the 
growth is removed with a cautery, the loops 
of intestine having been approximated at 
the first step of the operation, and after re- 
moving the growth by the cautery we have 
the distal and prodimal ends of the gut like 
a double barreled gun projecting beyond the 
skin. We then place the clamp, which should 
be about one-quarter inch wide, on this 
septa and push the gut downward. The 
clamp is left on for about forty-eight hours, 
after which the bowel content will escape 
through the anastomosis made by the clamp, 
and we simply have to cover over the upper 
surface of the bowel bv a few Lembert 
sutures and close the wound. 
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The type of operation will depend often- 
times upon the particular skill of the sur- 
geon, and we oftentimes need to devise a 
technic for the particular case at hand. In 
women many cancers of the lower bowel can 
be easily removed by the vagino-rectal 
route. 


There will be a number of cases of cancer 
of the lower bowel that will be so extensive 
that it will be impossible to restore the 
rectum, and if these cases are to have a rad- 
ical operation, they will need to have a per- 
manent colostomy. This should be ex- 
plained to patients beforehand, so that they 
will understand, and chose between a per- 
manent colostomy or an unsuccessful and 
palliative operation. At times the rectum 
can be brought out though the wound in the 
sacral region, and patients are fairly com- 
fortable, but this is not as advisable as in the 
inguinal region. 

These patients are all desperately in 
need of fluids, and the withholding of them 
either by method of giving them intra- 
venously or interstitially will often turn the 
tide against them. It is highly essential that 
these patients should have saline transfusion, 
either intravenously or interstitially, during 
operations for cancer bowel resection. We 
have also found it advisable to give a second 
small dose of morphine during the operation. 
We always use a preliminary dose, and it 
seems to us that the withholding of 
the transfusion during the operation has. 
often been a deciding factor against the 
patient. I do not believe that they should 
wait until they are in shock, but that 
the transfusion should be begun as soon 
as the operation is begun, and _ should 
be given very slowly, much harm comes 
from flooding into the tissues and cir- 
culation large quantities of fluids suddenly. 
It is hardly necessary to say that the 
highest possible skill must be used in the 
surgery of these cases, and that patients 
must be in as good condition as possible. 
Team work is absolutely essential, and 
everything that might possibly be used in 
operation of such cases should be ready to 
use. Patients should be kept warm and 
every drop of blood saved for their tissues. 

If great care is taken to make an early 
diagnosis, and the proper type of operation 
in each individual case be used, with the 
early diagnosis and the proper kind of rad- 
ical surgery, the mortality and morbidity of 
the cancer of the bowel will be greatly re- 
duced. 

Inasmuch as about twenty-five per cent 
of cases are not seen by the physician until 
they are inoperable, this makes it necessary 
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‘for every physician to always bear in mind 
the proper education on the cancer ques- 
tion. The mortality of cancer of the bowel 
is more than 110,000 annually. 
910 DAVID WHITNEY BLDG. 





PYLORIC STENOSIS AND PYLORO- 
SPASM OF INFANCY WITH ES- 
PECIAL REFERENCE TO 
MEDICAL TREATMENT 





DAVID J. LEVY, M. D. 
DETROIT, MICH, 


Recent years have witnessed a vast ac- 
cumulation of literature on the subject of 
pyloric stenosis, and pylorospasm, covering 
the fields of etiology, relationship of the two 
conditions, diagnosis and treatment. To 
dwell on more than a single phase of this 
extensive subject would obviously be beyond 
the time limit allotted to this paper. It 
would be of no small interest to review the 
various hypotheses as to the nature of these 
important conditions, for the relationship of 
pylorospasm to pyloric stenosis is of particu- 
lar moment. Many observers hold that the 
condition of pyloric stenosis is not necessar- 
ily a congenital one. Rachford@) prefers to 
call it “infantile” rather than “congenital” 
pyloric stenosis. Reuss) makes the asser- 
tion that obstructive vomiting should prop- 
erly ‘be classified as a condition of infancy 
rather than of the limited period defined as 
of “the newborn.” A wide spread tendency 
is to look ,upon pyloric stenosis as a func- 
tional hypertrophy due to repeated spasm of 
the muscle fibres of the pylorus. Holt@) 
maintains strongly in his most admirable ar- 
ticle on pylorospasm and pyloric stenosis 
that the hypertrophy precedes the spasm and 
cites the occurrence of pyloric hypertrophy 
in a 7 months fetus in evidence. In the fre- 
quently cited case of Rachford, a Rammstedt 
operation relieved a definitely hypertrophic 
pylorus at 10 weeks. The infant died a 
thymus death at 714 months and the autopsy 
by Wooley revealed a patulous pylorus with 
complete disappearance of the hypertrophy, 
evidencing the relief not only of the spasm, 
but of the overgrowth as well on the removal 
of the pyloric irritation. Other autopsies, 
referred to by Morse@) showed a definitely 
remaining hypertrophy following the older 
gastro-enterostomy operation. 

Where pylorospasm ends, so to speak, and 
pyloric stenosis begins, and where medical 
treatment is indicated and where surgical, 
has been a matter of interesting controversy. 
The older school of pediatricians, notably 
Holt, Kerley) and Morse stand strongly for 
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the early surgical intervention in stenosis 
cases. Another attitude is assumed by an 
active school of those who hold that the con- 
dition of obstructive vomiting is essentially 
a medical condition, that resort to surgical 
procedure should follow only when medical 
measures have proven definitely without 
avail. To this latter school a vast support 
has been given by the introduction into the- 
rapeutics, of the thick gruel feedings of 
Sauer) of Langley Porter(™ and of Mix- 
sell.8-9) 

That actual hypertrophic pyloric stenosis 
occurs is amply proven by an abundance of 
surgical and autopsy material and no one 
who has seen ante or post mortem, pyloric 
rings almost cartilaginous in consistency, 
and patulous to the degree of scarcely admit- 
ting a straw, would assume to state the non- 
existence of surgical pyloric stenosis. It is 
the writer’s firm conviction, however, based 
on the observation of a rather large clinical 
material during a period of 15 years, that 
stenosis of surgical degree is the exceptional 
occurrence and that the vast majority of ob- 
structive vomitings of early infancy can be 
made to yield to non-surgical treatment. 
Which cases, then, become surgical? Ina 
word, those which fail to yield to medical 
handling. Certainly no gross generalization 
is permissable. The individual case must 
be judged according to its own indications. 
If in spite of the correct application of the 
measures to be described, the vomiting is not 
arrested, and the infant loses further in 
weight and strength, the surgeon is forth- 
with to be consulted. Kerley states em- 
phatically that whenever a pyloric tumor 
is palpable, operation should be performed. 
In many grave instances, however, the 
pyloric tumor cannot be felt—often per- 
haps because of the position of the pylorus 
behind the edge of the liver. Surgical evi- 
dence is to the effect that the tumor fre- 
quently palpable through the abdominal 
wall-is not present on opening the abdo- 
men. And, in cases responding to medi- 
cal treatment, tumor may be felt and per- 
istalsis may be visible weeks after the 
vomiting has ceased and the child is gain- 
ing well. The tumor may be the result of 
the mere spastic contraction of the circular 
muscular fibres of the pylorus. As deter- 
mining actual stenosis, the absence of fecal 
matter in the stools, i. e. hunger stools, the 
slow emptying of the stomach as evidenced 
by pumping the contents at the end of four 
hours, and the failure of thick gruel feed- 
ings are of chief value. The X-ray reveals 
nothing that careful clinical observation 
will not show, but is often a useful adju- 
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vant in diagnosis. The method of Strauss@® 
is said to be of especial value. Sauer points 
out that the pylorus is much more patulous 
following a gruel bismuth meal than follow- 
ing a mixture of milk and bismuth. The 
use of the duodenal tube for diagnosis has 
been recommended by Howell@) and should 
be useful in accustomed hands. 


It is interesting to note the observations 
of Langley Porter, who, in the Arch. of Ped. 
July 1919, reviews his 15 years of experience 
with hypertrophic stenosis. He is a warm 
advocate of the Rammstedt, or what he pre- 
fers to call the Fredet method of surgical 
treatment, and from 1915 to 1919 was re- 
sponsible for the performance of 26 such 
operations with 25 recoveries. “There is 
no doubt,” he says, “that this simple inci- 
sion is a most brilliant achievement and 
one to which any pediatrist may submit a 
child with pyloric stenosis without fear of 
unhappy outcome. Even when children 
have been neglected for a long period of 
time there is little chance for a castastrophe. 
Nevertheless, the last 10 patients that I 
have seen (in a period of 6 months), I have 
been treating dietically with uniform suc- 
cess, with a modification of the method of 
Helmholtz and Sauer.” McLanahan(12) 
likewise reports successful results with a 
series of cases treated with thick gruels, 
as have previously Sauer, and Mixsell. 
Since the publication of Sauer’s work, the 
use of thick ‘gruel feedings in vomiting 
cases has been widely adopted by pediatri- 
cians in general, and for the past two years 
it has been the writer’s practice to employ 
thick gruel feedings in both acute and 
chronic vomiting of infancy, including both 
obstructive vomiting and those cases classed 
as “acidosis,” with practically uniform re- 
sults. This rather extensive series has in- 
cluded cases of recently born breast-fed bab- 
ies, showing projectile vomiting, visible per- 
istalsis, hunger stools, dehydration, loss of 
weight and slow emptying through the 
pylorus. The sign of palpable tumor has 
been conspicuously lacking in the major- 
ity of my cases and, inasmuch as none of 
the cases. were required to come to operar 
tion, that they were actually stenotic, can- 
not with positive certainty be stated. 
Based on clinical symptomatology and an- 
alogy with known hypetrophic cases, how- 
ever, no doubt exists in my own mind that 
the diagnosis of pyloric stenosis was justi- 
fied wherever made. Of the large number 
of vomiting cases treated with thick gruels, 
5 were diagnosed as stenosis and 14 as 
pylorospasm. 
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The rationale of thick gruel feeding is 
several fold. “Starch in solution acts as a 
protective colloid and in this way prevents 
the formation of hard casein curds” (Mix- 
sell). The thick gruel forms in the stom- 
ach a colloidal mass, mechanically protect- 
ing the irritated pyloric mucosa. By vir- 
tue of its mere thickness, it is more readily 
retained and less readily rejected than 
thinner fluids. The gruel must be definitely 
thick to prove effective. Some pediatrists 
combine both a maltose dextrin, and lactose 
as well as dextrose with the cereal on the 
principle that a polycarbohydrate mixture 
is frequently better utilized by the organ- 
ism than a single sugar. There is in this 
way a slow gradual absorption of sugars by 
the organism—first of the maltose, then of 
the dextrose, more slowly is the dextrin 
converted to sugar and finally the starch. 
In all of these cases, accompanying the 
vomiting, constipation, dehydration and 
scanty urine, an element of acidosis must be 
present, (Porter, Schloss(@3) Sauer). The 
effect of the action of high carbohydrate 
feeding here is obvious. Without going 
into the details of the methods employed by 
others, which are readily obtainable from 
the literature, the writer presents herewith 
his own method of treatment. 


Breast milk has been considered a sine 
qua non in the feeding of hypertrophic and 
spastic vomiting cases, and except in so far 
as it may be replaced by thick gruel its 
use should be insisted upon. The employ- 
ment of breast milk in the preparation of 
the gruel as‘ recommended by Sauer, I have 
not found necessary. It is a common error 
to regard vomiting in the new born as the 
result of indigestibility of the mothers milk 
and weaning is correspondingly undertaken. 
This step results in a precipitating of the 
further downward course of the baby. Ex- 
cept in so far as some secondary digestive 
disturbance may have occurred in the at- 
tempt to curb the vomiting or faulty feed- 
ing technic has been instituted, the vomit- 
ing is merely the result of a mechanical 
cause. No betterment need be expected 
from placing the baby upon a cow’s milk 
dilution. Only a fraction of the baby’s 
food is retained in the stomach and a much 
reduced amount passes through the pylorus 
for intestinal digestion and assimilation. 
Therefore, it is of the utmost importance 
that this relatively small amount of food 
be of the sort best adapted to the infant’s 
nutritional needs and capacities. This 
food, beyond argument, is the food nature 
has intended for its use—mothers’ milk. Tn 
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any instance of vomiting at the breast a 
mechanical cause for the vomiting must be 
eliminated before weaning is permitted. 


In cases of obstructive vomiting it is fre- 
quently necessary to replace but one or two 
—oftener two—of the breast feedings with 
thick cereal. Sometimes it is merely neces- 
sary to introduce a tablespoonful of thick 
gruel twice daily, in addition to the regu- 
lar breast feedings, to control a moderate 
pylorospasm. In the more severe stenotic 
cases, however, it is frequently necessary 
to place the infant completely on the thick 
gruel feedings. 


The gruel is made up of diluted skimmed 
milk, thickened with farina, with the addi- 
tion of dextrose. With low dextrose tol- 
erance, a maltose dextrin preparation may 
be added in whole or in part. Even where 
the dextrose is well tolerated and gain in 
weight has ceased, impetus to the weight 
ontake may be given by the addition of a 
maltose dextrin preparation. On account 
of the low tolerance for fats in vomiting in- 
fants, the milk employed should be skim- 
med. This, then, is further diluted with 
water. More water than skimmed milk is 
used by Sauer, but a half and half mixture 
has been uniformly successful in the writ- 
er’s hands. The formula I employ is as fol- 





lows: 
Sikimmed milk ..ssisasic 10 oz. 
SWMNEE (cisassceas aeeeesue 10 oz. 
MANIA. oss5s SSeS ek a Ge See 6 tbsp. (level) 
TOBRIP OBS 6 sini 4c Ses catese a ?? 


This is placed in a double boiler and 
boiled for one hour. Weakening or 
strengthening the dilution or the addition 
of maltose dextrin may be made according 
to indications, although I have rarely found 
variation from the above formula necessary. 
Where farina is not well tolerated, Porter 
finds indication for rice flour. In a case 
seen during the past winter, that of an ap- 
parently moribund \baby of four weeks, kept 
alive by intraperitoneal saline and glucose 
injections, the employment of a thick gruel 
made up with undiluted skimmed milk re- 
sulted in practically immediate cessation of 
vomiting and prompt and complete recov- 
ery. In any event the gruel must be thick. 
Thin mixtures—cereal waters—are useless. 
The gruel must be kept hot during the ad- 
ministration. It may be administered with 
a spoon, but merely slitting the nipple will 
usually permit the child to use the bottle. 
I usually begin with the substitution of two 
breast feedings with two gruel feedings, of 
one or two ounces each. They are almost 





invariably readily taken by the infant. The 
quantity may be increased gradually in ac- 
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cordance with the infants needs, to 3, 4, 5 or 
6 oz., and some infants take, in all, as much 
as 24 oz. per day. Generally, by the time 
this quantity is reached, however, the con- 
dition has improved and simple milk mix- 
tures have been gradually substituted for the 
gruel. In all instances a minimum feeding 
interval of 3 hours is employed, and 3% 
hours preferred. 

The immediate benefit of the emiploy- 
ment of the thickened gruel is striking. [t 
is almost invariably retained to a consider- 
able if not a total degree from the outset. 
The infant obviously becomes better sat- 
isfied at once. It improves in appearance 
and as Porter points out, in the turgor of 
the flesh, and weight loss is forthwith ar- 
rested. The high carbohydrate content, no 
doubt, brings about an increased water re- 
tention in the tissues—the immediate effect 
is the overcoming of the dehydration and 
its consequences, probably in first degree 
the element of acidosis—and gain in weight 
ensues forthwith and often rapidly, 

With the use of the thick gruels, stomach 
lavage, a most valuable adjunct in the 
treatment of obstructive vomiting, finds 
lessened indication. I have never, even 
before the use of the gruel feedings, found 
it necessary to lavage as frequently as be- 
fore each feeding or even twice daily, as 
advocated by some. A daily lavage in se- 
vere cases and 2 or 3 times a week in less 
severe ones have met the indication. In 
my more recent cases, I have found it rarely 
necessary to employ lavage at all. It has 
likewise been possible to discontinue the 
use of the 1 miligram of novocain previously 
used before each feeding—although I had 
never been actually convinced of its effectiv- 
ness. I have not found it necessary to em- 
ploy the atropine treatment recommended 
by Haas@4) although I have seen several 
cases in which atropine has been employed 
—apparently with indifferent results. 

This paper is not to be taken as a plea 
for the non-surgical treatment of all cases 
of pyloric stenosis. Certainly, instances 
must continue to occur which will demand 
surgical intervention. I have found occa- 
sion to recommend operation in but two in- 
stances in recent years. The suggestion 
in one instance resulted in advice being 
sought elsewhere, non-surgical treatment 
was continued and the child died. The 
other case when first seen was in an ad- 
vanced stage and died before surgical in- 
tervention could be brought about. One 
other advanced case was about to be oper- 
ated upon when further medical treatment 
was urged by the writer with most happy 











APRIL, 1922 


result. Pyloric stenosis and particularly 
pylorospasm are of routine occurrence in 
pediatrics practice and, no doubt, occur fre- 
quently in general practice. Granted an 
early diagnosis, the prognosis on correct 
medical treatment is excellent, and the pre- 
ponderant majority will yield early and 
brilliant results on the employment of thick 
gruel feedings. 
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DISCUSSION 


DR. B. KAY, Detroit: Dr. Levy has presented to 
you a subject which I think is worthy of very grave 
consideration. There is nothing which is going to 
call upon your diagnostic ingenuity more than does 
that of when to operate or when to carry on medical 
treatment in these cases of gastric obstruction in 
children. 

Observers have told us that three things should 
always be present before we diagnose" a case of 
pyloric stenosis, that is, the visible peristalsis and 
palpable tumor and the long delayed emptying 
of the stomach. I think a fourth factor should be 
added to it, one which fits in very well with what 
Dr. Levy has told us. I think the diagnosis should 
not be made until you have tried semi-solid food 
plus atropin. You will be amazed how quickly 
vomiting will stop upon the administration of semi- 
solid foods. I think you have a very worthy factor 
in a diagnostic way in addition to a wonderful bit 
of treatment. Dr. Levy told you of the tube as a 
diagnostic feature. I think that deserves a few 
words from those who have tried it. This is very 
important. 

The pylorus of an infant demands a 21 French 
catheter. If upon passing your tube you are not 
able to pass it through the pylorus after a reason- 
able length of time—you will be able to tell when 
it is through very readily because you get a fine 
spurt from your tube of stomach contents. You 
pass it further and you will get a second spurt, 
much greater than the first, and you can readily 
tell whether your tube is in the pylorus. Where 
you have spasm, the spasm will not last a long 
time—and will allow your tube to go through. A 
great many of you men will use, if you are not 
now using, semi-solid food. We sometimes experi- 
ence difficulty particularly with children very young. 

I employ a Hygeia nipple. It holds perhaps 15 
ounces. Cut a slit through the top of the nipple, 
and then with a glass rod or spoon first put the tip 
into the baby’s mouth and force it in. It gets 
the action of sucking along with the feeding. 

Also, I concur very strongly with what Dr. Levy 
said about the.addition of dextrose or sugar in 
some form. It is well tolerated by children and 
adds greatly to the nutrition of the child, and it is 
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the thing they demand and are much in need of 
by the time you find them. 

The question is whether we will operate or treat 
medically. How long shall we wait? If a child 
comes to us suffering the ravages of disease, I don’t 
think you will wait over 48 hours. In that length 
of time you can determine whether that child can 
take care of its food or whether it cannot. Dr. Levy 
says they react. quickly to it. If,you have a child 
who has just started with this trouble I believe a 
week’s time can be allowed. 


- ‘DR. C. E. VREELAND, Detroit: A good many 
years ago Dr. Grulee, in using the silk thread in an 
infant case was able to stretch out the strictures 
in the oesophagus in a baby 18 months of age. So 
that in the young babies, at Dr. Grulee’s suggestion, 
a silk thread was attempted. It took a great deal 
of time. A good many times a silk thread could 
not be retained in the stomach. A few times when 
it did go through, a catheter was passed over by 
tying a fine piano wire to the silk thread and draw- 
ing it over the thread in that way. By numerous 
attempts, a catheter of the size the doctor has stated 
could be put through. 

But Dr. Einhorn, a few years ago, attempted to 
straighten out the strictures of the pylorus over a 
silk thread and the wire and gave it up in a very 
short time as extremely hazardous. If extremely 
hazardous in a grown individual, it is extremely 
so with the delicate tissues of a baby. So that, as 
far as I know, Dr. Grulee has never attempted to 
follow that out. 


DR. W. ROSS, Detroit: I believe that all physi- 
cians having the care of young babies should be on 
the lookout for it. 

Undoubtedly a good deal of mortality results 
from killing a baby prematurely because of the 
failure to do well on the mother’s milk, and the 
child is given a succession of foods with each of 
them going down until the baby rapidly succumbs 
to mal-nutrition. The condition should be suspected 
in a breast fed baby who may have done well for a 
time. Then a condition of vomiting and becoming 
rapidly worse. Especially I believe is a diagnostic 
point the projection of vomited food. The projec- 
tion of food just previous to the next feeding. I 
believe if the stomach has not emptied itself in 
time it is very good evidence of trouble at the 
pylorus. 

The use of thick gruels is extremely important 
together with the mother’s milk. I find it very 
beneficial. I employ ordinary cane sugar in many 
cases with good effect. Possibly because it is 
sweeter and infants will take it better than some 
other forms of sugar. It is quite an important fac- 
tor, I believe, to keep the mother’s lactation up as 
long as possible, because babies even come to us 
in a state of mal-nutrition. 

I had recently a case of pylorospasm in a case 
nine months old, who responded to the administra- 
tion only of thick gruels. 


DR. F. B. MINER, Flint: I had a case of a seven 
and a half months’ baby which died on the fourth 
day from pylorospasm. Upon examination, there 
was a very thick fibrous band which, on cutting, 
was very similar to the cervical tissues. I would 
like to ask Dr. Levy what he knows about these 
cases following the families. Whether he has had 
experience of more than one case in the same fam- 
ily, of congenital stricture of the pylorus. 


DR. W. M. DONALD, Detroit: Dr. Miner has 
just asked a question. I would like to repeat a 
conversation I had with him last night. 

Some years ago it was my fortune to run across 
a family whose history I reported a number of 
years ago at a meeting of the State Medical Society. 
I was able to demonstrate the spasm from one of the 
members of the family. An American family, per- 
fectly normal and healthy. Both sides of the fam- 
ily normal. The case I obtained was a case of 
typical pylorospasm. 

The The post mortem revealed marked spasm 
as well as marked hypertrophy of the pyloric ori- 
fice. That case was shown at the state society. 
I was able to secure three other specimens who 
showed at the time very similar cases. The inter- 
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esting part of the case—quite interesting part of the 
history is this: This perfectly normal father and 
mother had six children. Of the six, four of them 
had pyloric hypertrophy, I assume. The other 
three had not been posted. They were attended by 
competent physicians. One was diagnosed as a 
case of pylorospasm. I think it was accurately 
diagnosed. 

In my case, the fourth case, there was very 
marked pain. That I think might be added to the 
symptoms, because in my judgment those cases 
show exceedingly marked pain, as evidenced by the 
sharp cry of pain. I looked into the subject thor- 
oughly at that time. I saw this exceedingly in- 
teresting history. I found a number of them re- 
ported these cases. The interesting part of this 
history was this: These people who had had the 
children were perfectly healthy. The first four 
children died of pylorospasm. The two following 
children lived comfortably. One showed a tendency 
toward pylorospasm for a few weeks after birth. 
Four deaths and two living yet. 


DR. G. H. WOOD, Detroit: I would like to ask 
Dr. Levy if he has had any experience in attempt- 
ing to relieve the pylorospasm with benzyl-benzoate. 


DR. KEMPTON, Saginaw: I am very much in- 
terested in the trend of Dr. Levy’s paper and the 
discussion. I learned during my service with Dr. 
Cowie that he believes, with Dr. Levy, a great ma- 
jority, practically all these cases, can be handled 
medically. While we don’t see a large number in 
our university clinic, all of those we do see are 
followed very closely. With very few exceptions, 
we get away with the medical treatment. 

I was very much interested in his remarks re- 
garding breast milk. I think it is true that a lot 
of us feel, when we get a case of pyloric obstruc- 
tion, that you must wean the baby, that the baby 
cannot tolerate breast milk. I think that is en- 
tirely wrong. At least it can handle some breast 
milk. I remember a case last year which we 
handled very nicely. The mother had a great 
abundance of milk. For several weeks she ex- 
pressed the milk from the glands. By starting in 
with dilution of the breast milk and feeding it to 
the baby with a bottle and gradually increasing it, 
the baby recovered. 


DR. DAVID J. LEVY, Detroit (Closing): In re- 
gard to the atropin treatment in pyloric spasm and 
pyloric stenosis, as I have stated in my paper, I 
have had personally little experience, but I have 
geen a great deal of that in the cases of others. I 
want to cite a recent instance of a child treated 
with atropin whose predominant symptom was in- 
tense gastric discomfort, due to flatulence. The 
reasoning employed in the case was that the in- 
tensive dosage of atropin had lessened the amount 
of hydrochloric acid in the baby’s stomach, per- 
mitting increased fermentation of the food. The 
rationale of atropin treatment is perfectly evident. 
I do not believe it is a necessary treatment. I be- 
lieve where used intensively the result that occurred 
in the case I just cited is likely to occur. 

The time to operate is not at a fixed interval of 
hours or days. The time to operate is the moment 
it becomes definitely certain that the child is not 
going to respond to medical treatment. I person- 
ally wait until I am fully convinced ‘that medical 
treatment cannot, possibly be of avail. Most of the 
cases that are surgical are recognized by the clin- 
ical course which the child pursues on medical 
treatment. 

The figures given by Holt and the work done 
in the baby’s hospital by Downes show that the 
cases that have gone over four weeks and then 
come for operation stand it more poorly than the 
babies operated on before the four weeks have 
passed. 

So far as the use of cane sugar is concerned, babies 
tolerate that very well, but they take care of or- 
dinary sugar, dextrose and glucose, even more 
readily than they do saccharose. 

In regard to Dr. Miner’s question, of course Dr. 
Donald answered it with the case he cites. There 
is probably in the majority of cases a neuropathic 
predisposition. Some of the notable work on this 
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subject was done by Dr. Berendt of Budapest, and 
the material was furnished largely by his own two 
babies, they having shown this obstructive vomiting. 

In regard to the gruel referred to by Dr. Ross, I 
am quite sure it is here of immense value. The 
gruel is retained better than any other food. 

Regarding Dr. Wood’s inquiry about benzyl-ben- 
zoate, it has been used by some people. There is 
reference to the use of it in a recent number of 
American Journal of the Medical Sciences. 

I am glad Dr. Kempton emphasizes the virtue of 
breast milk. It is a grievous mistake, for which 
the baby pays a tremendous price, where. one 


wrongly interprets these symptoms as due merely to 
a mechanical cause. 
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The symptoms of Ethmoid Suppuration 
combined, as it so often is with infection 
of all or some of the neighboring sinuses, 
present a varied picture. It is necessary 
to eliminate the combined infections, eth- 
moid, maxillary, frontal or sphenoid-eth- 
moid before it is possible to determine 
which symptoms are attributable to the 
ethmoid involvement alone. An ethmoid 
suppuration with more or less free drain- 
age may give rise to few symptoms, other- 
wise than the characteristic morning ac- 
cumulation of thick tenacious muco-pus in 
the naso-pharynx and scab formation in the 
nasal cavity. The effort to dislodge this 
secretion produces the gagging and often- 
times the emesis which is so disagreeable 
to the patient, and if persistent is liable to 
affect his general nutrition and his effici- 
ency. There is nothing more disagreeable 
than the hawking and spitting which is 
necessary to clear the nose and _ naso- 
pharynx in order that he may be able to 
carry on his days work. In case, however, 
we are dealing with an empyema with lit- 
tle drainage, headache located over the 
bridge of the nose and vertex—becomes a 
prominent symiptom, and is often of such 
severity as to tax the ingenuity of the phy- 
sician to control it. Interference with the 
sense of smell is frequent, and is due either 
to deflection of the respiratory air current 
or to degeneration of the end filiments of 
the olfactry nerve. General and referred 
symptoms are those of any focal infection 


and are dealt with under the head of compli- 
cations. 


DIAGNOSIS 


In examination of the nasal cavities to 
determine the presence of an ethmoid em- 
pyema we are at the very onset brought 
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face to face with a real difficulty. This is 
the problem of an accurate diagnosis as to 
the exact locality and extent of the in- 
fected areas. Whether this involvement 
affects all or part of the posterior or an- 
terior cells, or whether we have to deal 
with a combined ethmoid antrum, a frontal 
ethmoid or a sphenoid ethmoid infection, 
so that it behoves us to make an exception- 
ally careful investigation for the purpose of 
ruling out one by one all the possible com- 
bination infections, thereby saving the pa- 
tient great disappointment and the loss of 
valuable time. Empyema of the maxillary 
antrum can be ruled out or demonstrated by 
puncture and irrigation, and the fronal 
sinuses by catheterization and lavage. 


By direct examination with the long 
speculum the middle fossa is brought into 
view and the ‘presence of pus, crust forma- 
tion or polypoid degeneration sought. 


There are some who claim that not only 
can a diagnosis of ethmoid disease be made 
by transillumination, but that it is possible 
to differentiate ‘between anterior and pos- 
terior involvement. I have never been able 
to do this to my own satisfaction. 


In the X-ray we possess the means not 
only to diagnose a pathological process, 
but by proper exposure to locate the par- 
ticular cells of the labyrinth which may be 
affected, and their. location. 


In the subsequent surgical treatment the 
ability to separate the diseased areas of the 
labyrinth from the healthy is of the utmost 
importance for a satisfactory outcome of 
our endeavors. Those of us who are not 
equipped with an X-ray outfit or are unable 
to properly interpret an X-ray plate, must 
~ depend upon the written report of the ro- 
entgenologist. 

Treatment of chronic empyema of the 
ethmoid labyrinth, which may well be 
called the bugbear of the rhinologist, calls 
for our ‘best judgment and discrimination. 
In the early days of rhinology, treatment 
consisted largely in the application of vari- 
ous medicated sprays, and the insufflation 
of powders. Following this came the per- 
nicious practice of using that great infec- 
tion spreader the nasal douche. Next the 
turbinate bodies were attacked and ruth- 
lessly sacrificed to re-establish the respira- 
tory pathways. Surgical procedures ad- 
vanced and became more radical until as in 
many other branches of surgery they have 
become too radical. In the first place the 
treatment of ethmoid empyema should be 
conservative to the utmost limit and the 
surgical measures when instituted should 
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be undertaken only after a careful deter- 
mination as to the extent and location of 
the involvement, and then be carried out 
with the least possible destruction, not only 
of the labyrinth, but of the nasal mucous 
membrane and lateral wall structures. 

Now we will consider that we have a 
ibona-fide case of labyrinth empyema. Is 
it good surgery to enter that nasal cavity, 
remove the whole middle turminate and 
ruthlessly attack the ethmoid labyrinth, 
leaving exposed in the lateral wall of the 
nose a large area of tissue of low vitality 
and poor powers of repair and subject to 
the drying effect of a dust and bacteria 
laden air? It is not good surgery. If we 
will remember that it is not necessary or 
desirable to attempt always to do a com- 
plete ethmoid extenteration at one sitting 
or in one week, we will often be able to 
drain the offending area which is the one 
reason for which we operate without the 
useless and criminal destruction of struc- 
tures which are not pathologic, and which 
are necessary for a healthy and properly 
functioning nasal cavity. I believe that all 
will agree that it is often impossible to 
reach all ethmoid cells by the intra-nasal 
route, no matter how radical the operative 
proceedure, and if one or a group of infected 
cells remain the original condition has not 
been improved. 

What have we produced? A large de- 
nuded area of suppuration in the lateral 
nasal wall. Cells of the labyrinth, which 
were before healthy have been broken into 
and destroyed, so that instead of possibly 
isolated infected cells which might have 
under favorable conditions gone on to re- 
covery, we have the complete labyrinth 
broken down and suppurating. Nature’s 
healing attempt must be by cicatrization, 
bands of tissue form from one shattered 
cell to another and between these bands 
form cavities filled with pus and walled in 
by cicatrical tissue with no possible chance 
for drainage, and subsequent operations on 
such a case are much more difficult and 
dangerous. ; 

Let us not forget that the main cause of 
poor drainage and hence intractable sinus 
disease does not always originally lie in the 
lateral wall of the nose, but in deviations 
and malformations of the nasal septum, 
producing retention and contamination of 
secretion, and secondary hyperemia, hyper- 
plasia and true hypertrophy of the lateral 
wall structures. The presence of polypi in 
the middle fossa is no indication for open- 
ing the labyrinth. Polypi should be care- 
fully removed by snare, and the anterior 
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end of the middle turbinate if found ob- 
structive, removed or fractured, as condi- 
tions may indicate. Now by conservative 
methods having obtained a free nasal cav- 
ity by attention to the septum, the removal 
of the polyp, the amputation or fracture of 
the middle turbinate, we should employ 
such methods as skrinking, suction, andthe 
application of medicinal remedies to reduce 
inflammation before doing anything more 
radical. Owing to the chronicity of this 
condition, we should not be too easily dis- 
couraged by the length of time required to 
produce results, a treatment extending over 
several months is to ‘be expected. In case 
we decide that radical measures are indi- 
cated—the method chosen should conform 
with the exact condition present and should 
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be carried out with the least possible des- 
truction of healthy tissue. 

Some will favor the more conservative 
method of fracturing the middle turbinate 
or amputation of the same and entering the 
ethmoid capsul by way of the bulla. 

The more radically inclined will favor the 
operation of Mosher or Ballinger or some 
modification of these operations. Still 
others favor the external operation. 

Considering the results of all forms of 
operation we are forced to the conclusion 
that in the great majority of cases the less 
radical the procedure necessary, the better 
the results and that there is still a great 
opportunity for some ambitious rhinologist 
to point out a way for the better handling 
of these cases. 
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THE PREVENTION OF DISEASE 


Future public health activities will be con- 
cerned with two problems: the promotion of 
‘thealth and the prevention of disease. The two re- 
quire more or less separate interests. No matter 
how strong and resistant the body may be, in- 
gestion of sufficient numbers of virulent tubercle 
or typhoid germs will cause these diseases. The 
promotion of health is a personal matter. The 
prevention of disease is a community affair. It 
has already been shown that the promotion of 
health is primarily a problem of education. The 
prevention of disease is even more intimately re- 
lated to education. 

That there is an appalling annual wastage of 
human lives in America may be readily seen from 
the following list of principal causes of deaths 
in the United States for the year 1918, as com- 
piled by the census bureau. It must be pointed 
out here that these figures show the mortality in 
only 77.8 per cent of the population. To estimate 
the total number of deaths each figure below 
should be increased by 21.2 per cent, or approx- 
imately one-fifth. 


In the death registration areas of the United 
States (77.8 per cent of our population) there 
were 1,471,367 deaths for 1918. Because of in- 
fluenza, the number of deaths for this year is 
higher than in other years. The number of deaths 
from the chief causes are tabulated as follows: 


1. Influenza 
2. Pneumonia 
3. Tuberculosis 
4. Whooping cough, diphtheria, 
measles, meningitis 
. Diarrhoea Enteritis 
. Typhoid Fever 
. Dysentery 
. Degenerative diseases 
Including: 
9. Disease of the heart. .124,688 
0. Disease of the blood 
vessels 
11. Disease of the kidneys. 32,270 
12. Cancer 
13. Congenital malformations and 
debility 
14. External causes, accidents.... 
This list of principal causes of death in the 
United States should be familiar to every public 
health worker. It shows us where we must con- 
centrate our efforts. It helps us to discern be- 
tween that which is most worth while in public 
health work and that which is not so important 
or essential. 
Further, this list of the causes of death is so 
arranged that it shows the mortality due to dis- 
eases that are more or less preventable and, there- 


4,725 
240,889 


1 


82,349 
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fore, belong to those interests or activities which 
have for their object the prevention of disease, or 
community health. The first seven items, or one- 
half of the list, belong to this group. 

The second half of this list, items 8 to 14, inclu- 
sive, gives the causes of death that are more or 
less due to ignorance and neglect on the part of 


the individual and, therefore, may be included 
within the realm of those operations which are 
concerned with the promotion of health, per- 
sonal hygiene. 

Of course, it is impossible to differentiate def- 
initely 
that are of community origin and those of indi- 
vilual origin. They overlap and are inextricably 
interdigitated. 

It must be borne in mind that these figures 
show the actual deaths for approximately four- 
fifths of our population, due to diseases that are in 
the largest measure preventable. Just what a hu- 
man life is worth in dollars and cents depends 
upon many factors. It is rather sordid to con- 
sider human values from a financial basis. How- 
ever, economists have endeavored, although un- 
satisfactorily, to ascertain the money equivalent of 
human life. Fisher computes the annual loss from 
deaths, in the United States, to be $1,070,000,000. 
This is based on an estimate of $1,700 for each 
life, 

We must not forget that this loss is for actual 
deaths. The economic loss as a consequence of 
preventable diseases, which render the victims 
economic burdens, must reach several billion 
dollars. Assuredly the payment of our war debt 
would be an easy matter if we could eliminate 
human incapacity, sorrow, suffering and poverty 
that are brought on by preventable diseases. 


revention of disease is largely a personal 
einen yor must be achieved through dealing with 
the person. How shall we proceed to deal with 
the person? Every responsible individual must be 
made familiar with this fact, that the majority of 
our serious communicable diseases are spread by 
contact infection, that is, spread from one person 
to another. It is the person infinitely more than 
the thing that must be feared in disease transmis- 
sion. Social intercourse is responsible for at least 
95 per cent of our communicable diseases. — In 
other words, if you contract tuberculosis, diph- 
theria, or scarlet fever, the disease was passed on 
to you by some one else harboring the germs 
who had “crossed your path,” and been in fairly 
close association with you. 

Now if we look once more at the list of the 
principal causes of our mortality, we will find 
that influenza, pneumonia, tuberculosis, whooping 
cough, diphtheria, measles and meningitis claimed 
641,381 people. These diseases, with scarlet fever, 
mumps, smallpox, chicken pox, common colds 
and tonsilitis and their complications are respon- 
sible for not far from one-half of our national 
morbidity and mortality. They are spread by dis- 
charges from the mouth and nose and depend in 
the largest measure for their transmission on di- 
rect contact infection. 


It is precisely here where the community idea 
of health comes in. No community is healthier 
than its one or more infected inhabitants, dis- 
ease earriers. A chain is no stronger than its 
weakest link. A social unit is no healthier than its 
loose tuberculosis victim. One carrier of typhoid 
germs may be of infinitely greater danger to the 
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between the abnormal bodily processes . 
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community than failure to observe all the laws on 
our statute books regarding sanitation. Rigid 
enforcement of regulations pertaining to garbage 
removal, street cleaning, slaughter houses and a 
host of other sanitation measures, will do practi- 
cally nothing to minimize the dangers of those 
diseases which are spread as a result of social in- 
tercourse. We have made but little progress with 
the control of those diseases which depend for 
their spread on human contact—venereal diseases, 
influenza, tuberculosis, pneumonia and others. 


On the other hand, we have made great prog- 
ress in the control of those diseases which are 
more or less dependent on “things” for their trans- 
mission. Plague no longer worries us because we 
have made and can make a successful war on the 
rat, when this disease threatens. Yellow fever 
and malaria are rapidly succumbing as the con- 
quest of the mosquito progresses. Typhoid fever, 
cholera and other water-borne diseases are grad- 
ually being elimininated because people in gen- 
eral insist on and make provisions for pure water. 
Our great success in checking these diseases is 
due in the largest measure to efficient health 
agencies, for they can successfully cope with those 
diseases which depend for their transmission on 
factors other than people. When it comes, how- 
ever, to the control of human contact infection, 
the health agencies’ efforts are relatively of little 
avail because they must deal directly with man 
himself and the average man at present does not 
want to be regulated, 


EDUCATION AND PUBLIC HEALTH 


The control of the individual then, is the solu- 
tion of our future health problems. Laws and 
remedies of one kind or another, even if good, are 
unworkable unless the people themselves want 
them. Only by the education of the masses in 
character and by leading them to realize the value 
of positive health and their individual responsi- 
bility in securing it for themselves and their com- 
munity, can a society be developed that will be 
physically sound and that will effectively reduce 
and help to eradicate preventable physical defects 
and preventable diseases. All other methods will 
fail. Our greatest achievement in this matter will 
be reached when the desire for and methods of 
securing health become ingrained in the human 
consciousness. Each individual must be made to 
realize potently that the maintenance of positive 
health, a sound, active and vigorous body, is a 
sacred obligation he owes to himself, to his family, 
to his fellowmen and to his country; that he must 
maintain the highest degree of health so that he 
can carry on his share of the economic burdens, 
thereby adequately providing for his family and 
minimizing human unhappiness, misery and pov- 
erty; that he must remain free from disease so 
that his fellowmen may be protected. 


When the majority in a community or district 
are well informed regarding the fundamental of 
right living, the promotion of health, and the 
sources, routes and prevention of communicable 
diseases, real progress will be made in that com- 
munity in the promotion of health and prevention 
of disease, in public health—and not until then. 


Education of the masses, then, becomes the 
chief problem and activity of the future health 


work. This education must be as broad and long 
as is that education which stands for good 
citizenship. It must be an inextricable part of 


our public school system, our colleges and our 
universities. 
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Editorials 


SOME FACTS REGARDING THE 
A. Mh. A. 


There has been considerable senseless 
criticism published in Medical Journals re- 
garding the alleged sins of those to whom 
we have entrusted the official and executive 
duties of our American Medical Association. 
Some of this criticism has been pertinent, 
much more of it has been petty, without 
basis, and intolerant. Again, at times it has 
been nauseous and contemptible. In the 
majority of instances it has eminated from 
one or two sources. The surprise has been 
that much of it has beey pure fabrication 
and reveals a woeful ignorance of actual 
facts. These facts might have been ob- 
tained had the critic taken the trouble 
ta do so. The guiding motive seems 
to be to decry and “knock” regardless 
of all facts to the contrary. The desire 
seems to be to “hit” certain individuals just 
because they have been placed in positions 
of trust. 

They rant about the “Lambert-Rosenow 
Crime of 1916,” “The Selling Out of the Pro- 
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fession to Compulsory Health Insurance 
Agitators,” “The A. M. A. Oligarchy,” “The 
Vaughan Community Clinic Plan,” “The A. 
M. A. Trustees Dictatorship,” etc. There is 
a continued manifestation of distrust, even 
of delegates. Those who have not the op- 
portunity of knowing actual conditions may 
believe there is justification in toto to all 
that is being charged. To impart the facts, 
we submit the following: 

The “Lambert-Rosenow Crime of 1916” 
is admitted by the Council on Public Health 
Education. That council admits it em- 
ployed Rosenow and sent him out on council 
work. As soon as it learned about the 
propaganda that he was spreading, his con- 
tract was terminated and his relationship 
with the council severed. It was simply a 
case of misjudgment of a man. When the 
error was detected it was corrected. Why 
continue to harp about that “crime.” The 
wonder is that other mistakes have not been 
made. It is certain that there was no un- 
derlying intent. We can all err. 

The following talks given before a branch 
of the Chicago Medical Society will explain 
other incidents. We republish them from 
the Illinois State Medical Journal. 


Dr. George J. deSchweinitz, Philadelphia, Presi- 
dent-elect of the American Medical Association: 
It is a very fortunate circumstance that I hap- 
pened to be in Chicago today attending a meet- 
ing of the central officers of the American Medical 
Association. I have, therefore, the very great 
pleasure of meeting you here this evening. Your 
president informed me that I might talk on any 
subject I pleased. 

I told a distinguished surgeon in Chicago today 
that I thought I would speak, but I might perhaps 
recite the Lord’s Prayer. He said it was quite use- 
less as ‘‘we all know the Lord’s Prayer in Chi- 
cago.” It was a very nice religious sentiment. 
There is one sentence that makes it the great 
prayer of the world. It applies to all walks of 
life, that is the sentence, ‘‘Lead us not into temp- 
tation.” 

T come here as president-elect of this great or- 
ganization which we know as the American Med- 
ical Association. I am glad to be represented in 
that capacity. I come here because it is a great 
pleasure, as it always has been to meet the phy- 
sicians of the city of Chicago. I have never met 
them except in the most pleasing circumstances 
and in the most pleasing way. It is very interest- 
ing to begin to realize, in anticipation of course, 
that when the rather large job is mine—as far as 
I am concerned by far the hardest job ever handed 
to me and the greatest compliment ever paid to 
my Section—just what I shall have to do. They 
say in Washington a man gets dusted by his job. 
I have not got the job yet so I am not being 
dusted by it, but I am certainly being dusted by 
those who wish to give me advice. I have heard 
from physicians far and wide as to just what my 
duty should be. If all the good advice that has 
been handed to me be followed, then perhaps I 
shall meet the situation that shall confront mé 
after May next. I assure you that I shall endeavor 
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to accept the honor and so act and bear myself 
up that you will be able to say that I have been 


dusted by my job satisfactorily to yourselves. 


I have traveled so often from Philadelphia to 
Chicago in the last few months that I think the 
men who meet me on the train are beginning to 
take me for a traveling salesman; in fact, one man 
said, ‘““‘What is your line?’ I said, ‘‘My line is 
optical works,’ His line was furs and there the 
conversation ended. I did not entirely tell him 
an untruth because I have been trying to learn 
something of this very important business that 
shall be handed to me later on. I have been try- 
ing to look through spectacles that have fitted men 
far better than I ever hope to be and trying to 
get some thought of wisdom from them. I have 
also looked through some lens in which the dif- 
ferent angles of astigmatism might be large. I 
have looked through some for only a short time 
and I am quite sure those lens were wrong be- 
cause the whole picture was distorted. I assure you 
that I shall try to be fitted with glasses; the angles 
of which are correct and I hope the vision will not 
be only what it is today but the vision of the future 
of this great organization. 


This high office to which I have been appointed 
carries with it not only power but also limitations. 
No matter what our occupations in life may be or 
what our relationships to those occupations shall 
be, we must surely try to have power to fulfil those 
obligations and also power to recognize our 
limitations. When there is a _ recognition of 
limitations in order to neutralize them, there must 
be conferences and I shall endeavor to plan our 
component parts of the organization so that each 
will act with the other in perfect sympathy. 
‘That is much, too much, to hope in any organiza- 
tion. Always there must be criticism and it is 
right that it should exist. Always there must be 
‘differences of opinion and it is right, but let the 
critcism be constructive, let the men who criticise 
find out whether their criticism is just. Let them 
bear in mind the first principles of ethics. It is 
wrong to attribute evil criticism to your col- 
leagues. Look fairly on the subject before you 
bring it up for criticism. We must remember, 
gentlemen, in all great organizations progress is 
made by evolution, not by turning things upside 
down, or what we call revolution. That is what 
the Association for all these years has been try- 
ing to do, sometimes not so well but always trying 
to be better; always trying in its executive power 
to do those things which make the members of 
the Association get the best out of the Association. 
We want to be fair, fair, each to the other. If that 
fairness exists, then it seems to me that this As- 
sociation, which is this year 75 years old in its or- 
ganization, will continue to prosper. In a few 
months from now I shall hold the position to 
which I have been appointed and I hope that, n« 
matter whether we sometimes may differ, we may 
come together in all the essential things. I hope 
that I may feel that I can come to you, gentlemen 
of the North Side Branch or the entire Society, fo 
conference and consultation and I hope that y~ 
will come to me if you care to with your prob- 
lems, and if I shall not be able myself to answer 
back, to ask wiser men than myself to clear your 
problems. Criticise when you like but always 
stand for something greater than we have been 
in the past, 

Dr, Frank Billings: Much of the unrest in the 
medical profession of today and much of the 
criticism of the American Medical Association is 
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not new. I have been in some way related to the 
American Medical Associaion for thirty-nine years, 
Until the reorganization of the Association in 
1901 I could hardly be called a member because, 
you know, in the earlier days the membership was 
counted by delegates rather than by those who at- 
tended the meetings and until 1901 I had not 
served as a delegate. 

My earliest impressions of the American Med- 
ical Association were associated with one of the 
biggest quarrels of the medical profession that has 
ever occurred in this country. It expressed itself 
not only in dispute but in actual physical combat. 
At the meeting of the A. M. A. in New Orleans in 
1883 a quarrel occurred in the general meeting 
which resulted in fist combat. My namesake, 
John S. Billings, and William Pepper came to 
actual blows. That quarrel did not settle at once. 
It resulted in the secession of the Society of the 
State of New York, which did not again come into 
the Association until 1903, 20 years after. 

Dr, Craig has told you something about this or- 
ganization which began in 1901. It has become a 
thoroughly democratic organization. Any organi- 
zation based on democracy is bound to have many 
faults. Our country would fail as a democracy if 
it were governed purely on lines of democracy. A 
republic is a better form of government. Our or- 
ganization as a democracy is a failure in some re- 
spects. The county society is the portal of entry 
and if in that portal of entry due caution were 
exercised we would not have in the organization, 
as we have in every state, men who are not fit 
to be members of the organization. You know 
there are quacks in the Association. They are 
allowed to vote for delegates in the state asso- 
ciation. That should not be. That is the weak- 
ness in the democracy of it. In this organization 
with constituent associations we have defects in 
the Council. I venture to say that there is not 
one state in this Union in which councillors of the 
state did their full duty. They do not exercise 
the function they should. They do not take the in- 
terest in their component society and in the large 
association for the professional advancement of 
the members. In a democracy every member has 
the right of franchise unless he is cheated out of 
it, and in the right of franchise he has the choice 
of whom should be a delegate to the state society 
and in the House of Delegates of the American 
Medical Association and, consequently, has a 
choice in the election of all officers of the Asso- 
ciation except the manager and editor of the 
Journal, 

Now a member of the Association, as Dr. Craig 
has said, is in good standing with the county so- 
ciety and with the state society if he pays his 
‘dues. Not one cent of that money goes to the 
Association. A fellow of the Association con- 
tributes no other dues and gets a subscription to 
the Journal, the one financial earning power 
of the Association. This A. M. A. earns 
a lot of money, but it earns it through its 
printing press, through the journals which it pub- 
lishes and distributes to not only members of the 
Associaion but others who desire to subscribe. 

As Dr. Craig has pointed out, the power of the 
Association in the House of Delegates is very re- 
stricted. They are the only ones who kave a right 
to formulate policies. The Board of Trustees, 
which is responsible for the conduct of the busi- 
ness of the Association and for the handling of its 
funds, has no right to incorporate policies. The 
Board of Trustees is simply a board of directors 
and has jurisdiction over the property and ap- 
pointment of the manager and editor and through 
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him the personnel, excepting that of the secretary, 
who is elected by the House of Delegates. They 
are responsible for the conduct of the Journal 
under the management of the Editor, in the 
selection or rejection of articles presented to the 
Journal for publication, with this exception, that 
all articles read before the Sections and approved 
by the officers are published by the Journal. The 
Board of Trustees feel they have a right to put 
up to the House of Delegates suggestions on 
policies, so that it has in mind how to benefit the 
member. While the Association should as far as 
it may attempt to help that member down yonder, 
it is difficult to do so, excepting to suggest some 
program that may be followed and perhaps to 
help finance it if the Association has the money 
to do it. The actual work of professional help or 
salary appointments of that member of the Asso- 
ciation lies with his associations in his own 
localities. 


We feel as Board of Trustees that we should pre- 
sent to the House certain propositions that may be 
considered as policies. Let me say to you that 
there is not a member of this Board who does not 
feel that the family physician is the most impor- 
tant member of the medical profession. We be- 
lieve it is the duty of the organized profession to 
see that he is put in the right place. To do that 
we have got to have some constructive program 
that is accepted by the House of Delegates. Will 
some of you who may be delegates at the next 
meeting present some plan that will be helpful? 
There is no individual so qualified by education 
or experience who does not make mistakes. He 
only is a knave or a fool who says he never has 
made a mistake. I do not believe that there is 
such a man as that in the Board of Trustees. We 
are willing to be taught. We are willing to be 
shown. We are willing to try to show others, 


Two weeks ago I was requested as a trustee to 
go to Kentucky. Some of the questions brought 
up by Dr. Humiston were before their House of 
Delegates. It was the opinion of some of the 
medical men of Kentucky that we should lower 
the standard of medical education and let more 
men through. It was found there, just as it is in 
Illinois or in Michigan or in many other states of 
the Union, that the doctors crowded into the city 
because of poor roads, poor schools, poor social 
facilities and poor facilities for the practice of 
medicine. Those were the main reasons for leav- 
ing. It is my opinion, members of the North 
Side Branch, that the main thing this profession 
has got to do is to take the leadership and show 
the federal, the state, and the county governments 
that they should improve conditions for the 
members of the medical profession so that they 
can stay in these communities and do their work. 


Dr. Humiston spoke of the attack on the cults 
and that we should fight this evil legislation. 
First of all, we will say that those things should 
be done. All of us agree to that. In my student 
days homeopathy was hated by the regular med- 
ical profession and was persecuted with a venom 
that is indescribable. Now we have the osteopath, 
the chiropractic, the Christian Scientist and all 
the other cults coming up to fight the regular 
medical profession. You will find that almost all 
laymen cannot conceive that the members of the 
medical profession will fight unselfishly for the 
public; they will always interpret it that they are 
fighting for themselves; that we are selfish and 
that we do not want these competitors. That is 
false, but how are you going to appeal to the 
public? That is the way they keep coming back 
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all the time. We believe there is a _ principle 
involved and that we must find a means of. geting 
the public to co-operate with the medical profes- 
sion. Asa good example, it was done in California 
last year; not only the profession but the lay 
people fought the anti-vaccination bill to a stand- 
still. The California profession assumed the lead- 
ership and led the public in the right way. That 
is the only way in which we can fight the cults— 
to lead the public into it and let them assume the 
leadership or let them think they have it. That 
is only a suggestion. It will perhaps need a dif- 
ferent organization than they have had in Califor- 
nia. It is a worthy consideration. 

I have only a word more to say, that is, to plead 
with you as a part of the Chicago Medical Society 
to offer constructive criticism, when you have any 
to make, of the American Medical Association and 
of the work which is done. The Council of Med- 
ical Education and Hospitals is a creature of the 
House of Delegates. The Board of Trustees has 
no power over it. I want to call your attention 
to the fact that there is not a member of this Board 
of Trustees who for a moment believes in or will 
countenance state medicine, no matter what defini- 
tion you will give it. Please remember that we 
are fellow members of the American Medical As- 
sociation and it should be our endeavor to get still 
further benefits from it and to still further im- 
prove medical practice. There are many condi- 
tions that must be overcome. Dr. Brown spoke of 
group medicine, pay clinics. In one of the No- 
vember issues of the Journal is an article which 
expresses the opinion of this Board. I know every 
one will subscribe,to the opinion expressed in that 
article. If you have not read it, you will read it 
and subscribe to it, 

Dr. William T. Williamson, Portland, Ore.: A 
man to effect a reform must discover first the 
faults and must know then how to present these 
faults in such a way that they will be recognized 
and will not lack in force from his manner of 
presenting them. It would be idle, it would be 
foolish, for any man to say that the county so- 
ciety, the state society or the American Medical 
Association, had done their full duty and had been 
following the best methods to obtain results. If 
we have, as the doctor said, this great basis struc- 
ture, the members of the county medical society, 
and they are indifferent, if in addition to that in- 
difference there is hostility, and if in addition 
they are victims of the times, then they are in a 
state of dissatisfaction, they are hypercritical. But 
it is not the doctor, it is no particular man, woman 
or child, it is the whole civilized world. What does 
the professor in college do, the man who a few 
years ago we looked upon as a steady anchor, the 
man who would not be influenced by any force? 
Now he is the greatest disorganizer of society, the 
most unstable of men. He will do anything for 
the purpose of getting into the limelight. When 
college professors will do that, what can you ex- 
pect of these poor, ordinary, every-day physicians? 
They are dissatisfied with the county society and 
in turn are dissatisfied with the state society. It 
was stated tonight that the Council did not attend 
to the needs of the country doctor. <A doctor goes 
into a group, works hard and the result is not 
satisfactory, and the Association is said to be lack- 
ing. Now, then, that goes on and we come to the 
American Medical Association. Its growth and 
development has been pointed out and it will be 
observed that it is a creature of the development 
forced upon us by the situation. It grew like the 
city of London, first by an addition here and then 
one there, each independent of the other, but 
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called by one name. That is the way with the 
American Medical Association. It is an interar- 
ticulate combination. While the skeleton frame- 
work continues, it has been kept together, and it 
has grown, it has upheld the science of medicine 
in a masterly way, it has excited the admiration 
of all civilized nations. It has done that because 
there have been a few at the helm who have stead- 
fastly followed the advances of science. They 
persevered and in season and out of season kept 
on toward that one goal—scientific achievement. 


The medical schools have developed, the teach- 
ings of scientific medicine have advanced. It is 
in the atmosphere. In the last few years, in spite 
of the unrest and emotionalism medicine in the 
scientific aspect has gone steadily on and is still 
going on and we trust it will continue to go on. 


I think the American Medical Association has 
failed seriously to do certain things that should 
have been attempted and it has done that because 
it is not well organized. It is a democracy; it is 
a federation. It has not only one head but it has 
several heads. It has one large head, the House 
of Delegates, and several small heads. The House 
of Delegates meets at certain stated times and con- 
siders questions brought before it and goes home. 
In that length of time we cannot expect achieve- 
ment and legislation such as will be found in the 
state legislature in session for sixty or ninety days 
at a time. It is quite out of the question. The 
work has to be rudimentary. That is the fault 
of the organization. As pointed out tonight, there 
is a rather mistaken conception of the Board of 
Trustees held throughout the land. I had the 
same view. When I was elected I went in with 
considerable hostility to conditions as they ap- 
peared to me. I thought, and I still think, some 
of them were true, there were faults that could 
and should be remedied. I watched carefully and 
Iam continuing to watch and I have found, with- 
out saying things to you tonight as I would say 
to you if I had first said them to the Board of 
Trustees, that they are in a very peculiar situation. 
The Board of Trustees are a kind of financial 
group or board, with a limitation placed upon 
their activities and their powers. There should 
be, in my judgment, an efficient body, either a 
board of trustees or some other organization, 
giving a more continued service for the purpose of 
outlining policies, for determining methods to be 
pursued. In brief, scientific medicine has built 
up a splendid and successful organization and we 
are proud of it, but economic medicine, the prac- 
tical side of the situation, has not been dealt with 
by the American Medical Association. The rem- 
edy lies, under existing conditions, in the House 
of Delegates. When such plans are worked out 
then for the first time the Association will work 
for economic medicine just as it has in the past 
for scientific medicine, 


Dr. Wendell C. Phillips, New York, Trustee, 
American Medical Association: There are two or 
three things I have been very much impressed 
with. Only the day before yesterday in passing 
through the streets of New York I saw on one of 
the bulletin boards a statement that made a very 
deep impression on me, and that statement was, 
“We fought for our country in war, let us fight 
for our country in peace.’? To my mind there was 
a text and it meant we fought for our country 
in war and now we fight for the upbuilding of our 
country in peace. That is the theme that I would 
hand over to you tonight for your careful con- 
Sideration as we are considering in the Board of 
Trustees of this great Association today, to upbuild 
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in every possible way the profession of this 
great country. 


I would like to say to Dr. Humiston that I agree 
with every word he says and I want to say also 
to Dr. Humiston and through him to this great 
state society and to the constituent medical so- 
cieties of this great state that there was not one 
suggestion in his address that has not been before 
his Board of Trustees and receiving most care- 
ful consideration, with plans being laid in every 
possible way to meet these conditions. I believe 
when you come to listen to the report of the 
Board of Trustees before the coming meeting of 
the House of Delegates, you will find some of these 
things published. In the November 26 issue of 
the Journal was a statement by Dr. Billings, 
which I quote herewith, ‘‘As members of the 
Association, we will oppose any measure which 
will separate the practitioner of medicine from 
his patient, or any measure which will in any 
way restrict the private practitioner in discharg- 
ing his functions or interfering with domiciliary 
visits.” That is a resolution which has emanated 
from the Board of Trustees. I do not know how 
we could put it in a stronger way or in a more 
forceful way. You must remember that it is only 
a short time since the war closed, when every 
activity of this great Association was turned over 
and yet some of you may not know how much 
the Association contributed by placing its facilities. 
with the government. Now we have entered this 
period of reconstruction. So far as the time has 
been allowed to us I want to say that’ the Board 
of Trustees in addition to its regular function 
shall endeavor to meet conditions for which we are 
being criticised by men who do not know the facts. 
I am not going to take up a great deal of your 
time but I want to say that so far as the trustees 
of this organization are concerned, the Board of 
Trustees is functionating. 


Dr. Charles W. Richardson, Washington, D. C., 
Trustee, American Medical Association: I did not 
come tonight with the intention of making any re- 
marks. I came to hear a sermon and to enjoy the 
discussion. I have enjoyed each and every re- 
mark that has been made. They have been en- 
lightening to me. This spirit of unrest which is 
seen to pervade a great portion of the west I am 
pleased to say has not affected my part of the 
country and I am somewhat surprised at the 
extent of it. I cannot exactly define it, In my 
locality, the adjacent states of Maryland and 
Virginia are frequently coming in contact with 
us in that the Medical Society of North Virginia 
meets two or three times a year in Washington 
and we go to their places of meeting. The same 
with the Frederick County and the Prince George 
County Society of Maryland. In those associations 
we find the same type of men as I see here to- 
night and they seem healthy, wholesome, opti- 
mistic and non-critical. I feel that a good deal of 
this feeling of unrest is a part of the general un- 
rest of the country, of the general pessimism that 
follows disturbed conditions that have been present 
for the preceding three years of the war. It is 
natural in all associations, not only medical but 
other professional organizations, that one of the 
causes of this can be traced directly to ourselves. 
We are a little inclined to be unjust to one an- 
other, to be a little fault-finding, not only with 
our environment, with our associates, but with 
things in general. I believe if we would get on a 
higher plane and be less suspicious, he less critical, 
be more constructive, be more optimistic, be more 
willing to work to aid each other and thereby 
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aiding ourselves, we will eliminate a great deal of 
this criticism which exists among us. We are too 
much given to our own selves, to introspection. 
We are really unsocial to the man. We do not 
mingle enough with each other to understand 
and know each other and therefore we grow sus- 
picious of each other. I think that if, as Dr. 
Brown has said, the indifference of the members 
of the county medical societies and the district 
medical society, was overcome and that they 
would work for the betterment of the district 
medical societies, that the whole body of the 
medical profession would go forward instead of 
going backward. You cannot stimulate a man un- 
less he has got a heart. If he has a heart and is 
willing to work and willing to look upon things 
from an optimistic point of view, he is bound to 
raise himself and to succeed. I feel also that a 
good deal of this unrest among the men in the dis- 
trict and county societies has been due to the fact 
that a great many of them have served in the 
Army and have served in the Public Health Ser- 
vice and they have seen conditions existing in ap- 
plied medicine which they cannot carry back with 
them in their civil practice and that has made a 
great deal of unrest among medical men. We 
must consider all these things and consider how 
they play upon the medical body. 


Now, if you have read and reflected upon 
the statements of these men you will per- 
cieve that all “is not rotten.” We have 
known these men for years. We have every 
confidence in their honesty, integrity and 
sincerity. We respect their statements and 
believe in the wisdom of their advice. 
Changes will and must be made in certain 
instances to meet the new social conditions. 
Their nature rests entirely with the doctor 
and his county society. Your organization, 
county, state and national will be just what 
you make it. It will reflect just what you 
contribute to it. May it be constructive and 
not anarchistic. Let us discontinue the cry 
of calamity, the charges of misconduct in 
office and bend to a constructive solution of 
the problem of our relationship to the public. 





AN INSULT FROM ILLINOIS 


“Evidently some of the Michigan doctors 
that Burton and Cabot, et al, have abandoned 
their former socialistic plans. Like the Scotch- 
man “TI hae me doots’’ the leopard cannot change 
his spots; we are from Missouri and in this case 
have to be shown. All our life we have been 
watching the performance of medico-politico acro- 
bats, jugglers, trained seals and tight rope walkers 
and we feel that we are perfectly competent to 
recognize such performers when we see them. 

Burton and Cabot have not reformed. At the 
meeting referred to above they camouflaged and 
sidestepped completely the fact that in the past 
they have been advocating socialized medical 
schemes such as the community clinics which 
they proposed would be a direct step toward 
placing the practice of medicine in Michigan 
under state control. 

We believe with Dr, Albert E. Bulson, Jr., editor 
of the Indiana State Medical Journal, in his 


feel 
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analysis of the Michigan proposition, when he 
says “that the community clinic which they pro- 
posed would be a direct step to place the prac- 
tice of medicine in Michigan under state control. 
In fact, they boldly stated that these clinics in 
various sections of Michigan were to be con- 
ducted and controlled by the University authori- 
ties, the latter course being under state control. 
Just what the medical men of Michigan are think- 
ing of to let the University of Michigan pull off 
a stunt of that kind is more than I can under- 
stand. Furthermore, if the University of Michigan, 
as avowed in their statement just published, is to 
confine itself to teaching, why in the name of 
heaven have they arranged for enormous hospital 
facilities far beyond the needs of teaching pur- 
poses? There is a joker in the whole program and 
the medical profession of Michigan will wake up 
when it is too late.” 


The above is an editorial published in 
the [Illinois State Medical Journal. It con- 
tains an unwarranted insult to not only our 
members and the Council, but to President 
Burton and Dean Cabot. We cannot help 


but wonder where the editor got his infor- 
nation, 


We happen to know all the facts regard- 
ing the agreement with the University and 
we know there is no “hidden joker,’ 
“camouflage” or “stunts” in the plan or the 
constructive movement that is being un- 
dertaken. We know we are dealing with 
men of honor and' integrity as well as gen- 
tlemen. The editor from Illinois is with- 
out that information, yet he passes judg- 
ment, opinion and offers insult. 


In a measure we are not overly surprised 
for that has been his policy for several 
years. He “rants” and “sounds off’ all to 
frequently without reason or facts. We 
did think he was a gentleman, but evidently 
we are in error. 


President Burton and Dean Cabot do not 
require editorial jvindication. We do re- 
sent the insult from Illinois and want our 
members to see the kind of man this editor 
is that poses as a reformist. God spare us 
from such leaders. 





PUBLIC HEALTH EDUCATION 


The joint committee on Public Health 
Education held its second meeting in Ann 
Arbor on March 4. A preliminary list of 
some fifty topics and speakers was com- 
pleted. This list is being prepared for is- 
suance in the form of a Bulletin and will 
be distributed state-wide during April, and 
the active work of booking lectures will be 
undertaken. The committee meets again 


in Detroit on March 27. 
At the present time practically every 
County Society has appointed a sub-com- 
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mittee to co-operate with the State Com- 
mittee. These sub-committees will be 


called upon repeatedly to insure the success 


of our public meetings. 

As stated in a former editorial, we believe 
this to be the greatest constructive move- 
ment ever undertaken by the profession. 
It answers the oft repeated lay-question: 
“What is the Profession Doing for the Good 
of the Public?” We have been accused of 
ever serving our own selfish interests. 
This movement will refute that allegation. 
It is further going to so enlighten the pub- 
lic that they will be able to differentiate be- 
tween scientific and unscientific practices. 
Thoughtful reflection will cause you to per- 
ceive the wisdom and value of the move- 
ment. 





THE FUTURE OF MEDICINE—THE 
IDEAL TO BE SOUGHT 





I wish to quote to you from Conway: 

“To a human being his ideal represents 
his individual existence. One life we each 
have, which is merely hereditary. We re- 
ceive it from our ancestors, we share it 
with others; it is common property. There 
is another life which is our own. There 
each stands in the presence of his own 
Sinai, receives the Tables of Law of his 
individual life. To him there comes a 
Decalogue of private interpretation and the 
command—‘See that thou do all things 
after the pattern thou didst see on the 
Mount!’ So indeed must he work—if the 
world is to be better by a feather’s weight 
for his life in it—so must he build, quarry- 
ing his hereditary nature, polishing it for 
his individual structure. Nor shall he pause 
to ask whether the edifice is to be completed 
and adorned, and, labor give way to happi- 
ness. He cannot reach the great end, be- 
cause there is no end: the scale is infinite; 
so have the poets said who reached the seem- 
ing summit only to behold a higher height 
rising before them ever more. Let it be 
enough for each that the genius of God finds 
no obstruction in him; that he is part of the 
organizing force of the universe—as much 
as the coral ‘building in the sea, the sun that 
vitalizes a world. And when the day is past 
and his ‘bit of work is done, the ideal he has 
served will whisper a sweet and secret joy— 
‘Thou hast labored, and others will enter into 
thy labors.’ ” 

How truthfully this applies to us! Is this 
not an expressive keynote to govern us and 
to dispel the chaos in which we find our- 
selves? Does it not formulate the ideal for 
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the future of medicine—a solution as to the 
part each must assume 


Our science has made rapid progress. 
The public perceives the power we possess 
to conserve and prolong its physical well- 
being. Knowing it demands the benefits 
of that power. No individual can become 
expertly proficient in the application of all 
scientific knowledge. The average lay in- 
dividual cannot afford to purchase these 
benefits unless we correlate the cost with 
his ability to pay. His love for his off- 
spring may cause him to incur a single 
sacrifice, the result of which will bring him 
greater disaster than the occasion involves, 
and assume an obligation beyond his fin- 
ancial responsibility. He will not do so 
repeatedly at the cost of his independence. 
It is when we compel such repeated sacri- 
fices that he will through his legislators 
demand that the state grant to him that 
which we make it impossible for him to 
secure. It is for us to make available to 
the average layman professional services 
that will protect his physical welfare and 
at the same time provide for ourselves 
emoluments that beget to us and ours a 
competency which will provide life’s com- 
forts and joys. Veritably a stupendous 
problem fraught with potential eventuali- 


ties, still, not impossible of satisfactory 
solution. 


When we individually and collectively 
fail to meet the ideals and demands of the 
public, we relinquish our right to its trust 
and confidence. Sordid, commercial ambi- 
tions seek to cause us to forfeit the peo- 
ple’s confidence. Are we to develop solely 
as commercialists, worshiping at the shrine 
of dollar idolatry, the size of our golden 
calf the index of our attainment and skill? 
Or shall we continue as true votaries of our 
science, with the welfare of our fellow-man 
as our first consideration, with personal re- 
ward and independence a co-incident factor 
of our humanitarian services? We are 
pressed for the answer. 


The world upheaval of but a few years 
ago is still manifesting itself. We have not 
accomplished our readjustment. As a pro- 
fession, in company with all other scientific 
groups, we have been drawn in the mael- 
strom of social and commercial confusion. 
It is little to be wondered that there has 
been much discussion of various forms of 
state controlled medicine and cult practices, 
that seek to bring about a new relationship 
between physician and_ patient. Such 
propaganda is but the bubbling gases escap- 
ing from the fermenting process. Efferves- 
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cent in theory and nature, they may mo- 
mentarily arrest progress, divert our pur- 
pose and cause a feeling of apprehension. 
We have lost sight of principles. We have 
been unnecessarily concerned with details. 


Compulsory Health Insurance will not 
and cannot become an American institution. 
The freedom, temperament and culture of 
our people will not tolerate it. The dom- 
iciliary right of the American home will not 
countenance the violation of its precincts 
by the invasion of statute created authority 
assuming to minister to the flesh and blood 
‘of the father and mother, the heads of that 
home, I have no fear or concern that such 
a state of affairs will come to pass. My 
greatest concern lies with the physician, 
surgeon and specialist of today and their 
followers of tomorrow—concern as to how 
they are going to measure up to the new 
state of affairs that is to be, how they are 
going to acquit themselves of their new re- 
sponsibilities, and concern as to the ideals 
that they will erect to govern and inspire 
them. Upon that principle does our future 
rest. “An age deficient of idealism has ever 
been one of immorality and superficial at- 
tainment, since without the sense of ideals, 
nobility of character becomes a rare at- 
tainment, if possible.” (Alcott) 


The day of the individual doctor in the 
light that we have known him, has passed. 
Group practice of medicine succeeds him, 
except in certain instances. Community 
clinical centers must and will be provided. 
We must, on our own initiative, organize 
these groups and organizing them demand 
that our national, state and county medical 
organizations shall supervise and censor 
their activities and conduct. A code of 
ethics was formulated by our elders for 
their and our guidance. So must we formu- 
late the new ideals that shall govern these 
groups of medical men. We must revamp, 
revise and add to that code of ethics so that 
through its precedents we shall conserve 
our present distinguished position, acquire 
renewed public confidence and establish a 
leadership in state and nation in all matters 
pertaining to the health and physical wel- 
fare of the people. Therein lies our future 
stability, the future of the medical science, 
its practice, hopes and aims. While wearing 
the mantle of science we cannot worship in 
the temple of gold. The caduceus cannot 
be cast aside and in its stead the money pots 
of Midas be accepted as the emblem of the 
medical profession’s integrity. 

It is your definite responsibility, as mem- 
bers of a special organization of radiolo- 
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gists, to contribute that constructive sup- 
port to those whom you delegate as officers 
of your American Medical Association. A 
‘specific task is yours in the accomplish- 
ment of the solution of the problem. The 
degree with which you acquit yourselves in 
conjunction with your conferres, will de- 
termine the future of medicine and the ideal 
to be sought, Let us ever remember that 
what is stirring the world’s heart, changing 
the face of the times and representing the 
form and working of the age is that intelli- 
gence, that sentiment, those thoughts and 
opinions, whose written and spoken word is 
power. That power is ours, providing we 
formulate an acceptable ideal that will im- 
pregnate the activities of our associates in 
the readjustment of medical contact with 
the people who compose our constituency. 
Frederick C. Warnshuis, M. D., F. A. C. S 
Grand Rapids, Michigan. 
*Response delivered at the Annual Banquet 
of the Radiological Society of North Amer- 
ica, Chicago, December 7-8-9, 1921. 





Editorial Comments 





We have been looking for some more comments 
from our friend up in the “Jack Pines.’”’ Evidently 
the sleet storm and snow has hindered him in 
sending in his wholesome reflections. We expect 
them for our next issue, 





Our next issue will be the Flint number. It 
will contain the preliminary announcement of the 
program for our annual meeting. If you have 
not already made reservations for your room we 
suggest that you write today, 





Now that you have ceased using your spare 
hours and midnight oil in your endeavor to figure 
your income tax, you can have no other excuse 
for not getting into society work. Attend your 
next meeting. Assume a part of the work and 
subscribe your efforts to put over the plans sub- 
mitted. This is the year when we must have 100 
per cent co-operation, 





We have been always of the opinion that hos- 
pitals and nurses were the aids and assistants to 
doctors in the treatment of patients. Lately it 
seems that the contrary or the reverse is the at- 
titude that is being assumed. That doctors are 
servants of and subservient to the hospitals seems 
to be the relationship now in vogue. And who is 
to blame? We invite your discussion, 





Every movement or article that tends to ac- 
quaint the public with what scientific medicine 
can and does accomplish means that the public 
are going to call upon the scientific profession to 
secure those benefits and not be mislead by the 
unscientific claims of irregulars or the cults. To 
that end it becomes every doctor to come out 
from behind his cloak of mysticism and vague 
terminology. Take your patients into your con- 
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fidence and discuss their conditions frankly and 
be equally frank in telling them just what they 
may expect from the treatment you institute. Cut 
out handing them “bunk.” 





We believe in criticism and invite it. There 
are but two conditions and that is one must know 
the real facts of a criticized incident and secondly, 
constructive suggestions to better the condition 
must accompany the criticism. It is easy enough 
to condemn, but condemnation .without a correct- 
ing remedy accomplishes very little. The great- 
est fault, and one that is almost unforgivable, is 
to criticise and condemn an individual who was 
in no way responsible or at all connected with 
the incident upon which judgment is being pro- 
nounced. Be sure of your ground and then go 
ahead, but do not run off on a tangent and only 
half-cocked., 


On March 8th, under the auspices of the Kent 
County Medical Society and other health agencies 
of that. city, Dr. Haven Emerson of New York 
addressed a public audience of some 800 people on 
“The Value of Periodic Medical Examinations.’’ 
The speaker held his audience with his splendid 
address that covered the subject most thoroughly. 
Many questions were asked by this lay audience. 


This meeting is cited because we are more 
familiar with its nature. Similar meetings have 
been held under the auspices of the Wayne anc 
Genesee Societies, and lay audiences have been 
addressed upon medical subjects. This is the 
work our medical societies must pursue. These 
meetings must become state-wide. See that your 
society falls in line. 


ORR RRS 


Dr. Prall, secretary of the Eaton County society, 
expresses very emphatically the problems before 
that society in the following which is extracted 
from the notice of their March meeting: 


LATEST NEWS 


1. Needed change in policy and leadership in 
Ay OM. A: 

2. Contribution by local society to legislative and 
educational fund. 

8. Read editorials in February State Medical 
Journal on: 
(a) Michigan State Medical Society and the 
U. of M. 
(b) Minutes of the January Meeting of the 
Joint State Council. 

4. Altogether on the State Public Health Educa- 
tional Campaign, our protection from the cult. 

5. Next annual meeting of the state society in 
Flint, June 7, 8 and 9. 





More and more people are coming to doctors 
for physical examinations to determine their con- 
dition and to receive advice as to how they may 
escape the inroads of disease. More and more 
are the complaints from these people that they 
went to a doctor or several doctors and received 
only a very superficial examination which they 
knew would not enable the doctor to make a cor- 
rect appraisal of their health. They rightly are 
critical and are justified in lacking confidence in 
he profession. The practice of medicine today 
is more than the feel of the pulse, the look at the 
tongue, a few questions and a perscription or some 
pills. There is need for more thorough work, 
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more thorough examination. One must spend 
more time in taking a careful history and the se- 
curing of a connected symptomatology. In addi- 
tion, no physical examination is worthy of the 
name unless the patient’s clothes are entirely re- 
moved and methods of physical examination em- 
ployed — inspection, palpation, percussion and 
ausculation. Follow through from the top of the 
head to the soles of the feet and do not forget 
the ears, teeth and rectum. include the reflexes, 
the blood pressure and the heart muscle after ex- 
ercise. Secure the urine as a routine and if at all 
in doubt do not forget a Wassermann. Then sit 
down and talk things over with your patient. It 
is not at all necessary to always give a prescrip- 
tion; advice may be all that is required. Such an 
examination means something and enables you to 
satisfy your patient. Yes, it takes a little more 
time, but with the systematizing of your methods 
the added time required will not be so very great. 
Anyhow, we are at a point where we all must 
spend more time in our examinations. The man 
who does will succeed; he who fails to do so is 
headed for the discard. Thoroughness in your 
work brings a heap of satisfaction and begets your 
patient’s confidence. Do not let your patient, 
when he goes to another doctor, say that you did 
not give him the type of examination that he is 
receiving at the other doctor’s hands—he probably 
will not go to the other doctor if you are thorough. 
That is what we are driving at—thoroughness, 





The Bureau of Special Investigation of the De- 
troit Department of Health has been very active 
and effective the past year. During this time the 
activities of this Bureau has resulted in 912 court 
hearings with $24,625 paid in fines. The cases in- 
vestigated comprise 55 malpractice (physicians 
and dentists), 25 failures to file birth and death 
certificates, 22 failures to safeguard children 
against communicable diseases, 131 failures to 
provide proper medical care, 102 for practicing 
medicine without a license, 6 for practicing mid- 
wifery without a license, 1,174 infractions of 
statutes by venereal cases, 33 undesirable board- 
ing places and new maternity homes, 22 mental 
cases needing institutional care, 101 children 
whose guardians failed to provide proper shelter, 
food, clothing and care, 23 abortion cases, 16 non- 
support and abuse of wives, 20 rape cases and 
numerous other conditions. 

The nurses in this Bureau rendered 8,271 serv- 
ices and John H. Roehl, Special Investigator, 
handled 4,743 cases, making the total number of 
services rendered by the Bureau 13,014. Nurses 
in other divisions during the year rendered 9,191 
services directly or indirectly for the Bureau. 
Forty-five licensed midwives were under the direct 
supervision of the Bureau in 1921 and three li- 
censes were revoked by the Board of Health for 
failure to comply with the rules, 

The activity of the Bureau of Special Investiga- 
tion has had a salutory effect on the advertising 
quack doctor. The campaign against this class of 
undesirable practitioners has been unrelenting with 
the result that Detroit is slowly being rid of the 
quack, 





Deaths 





Doctor George W, Orr of Lake Linden was born 
in 1847 and died January 23, 1922. He graduated 
from the Medical Department of the University of 
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Michigan in 1877. The doctor was the founder of 
‘the Lake Superior General Hospital, Lake Linden. 


Doctor Jacob Oosting, born in the Netherlands 
1866. Died at his home in Muskegon January 30, 
1922, pneumonia being the cause of death. Gradu- 
ated from Detroit College of Medicine and Sur- 
gery in 1897. Practiced in Muskegon from 1897 
until the time of his death. Served as city phy- 
-sician in Muskegon from 1902 to 1906. He wasa 
member of the staff of Hackley Hospital and the 
“Muskegon County Medical Society. 





State News Notes 


COLLECTIONS 
Physicians Bills and Hospital Accounts collected 
‘anywhere in Michigan. H. C. VanAken, Lawyer, 
‘309 Post Building, Battle Creek, Michigan. Refer- 
ence any Bank in Battle Creek. 





Wanted—Experienced medical salesman to sell a 
‘practical medical work entirely new and unique 
that is a proven seller. We want a live wire sales- 
man capable of making not less than $150 per 
week. Must be educated and around forty years 
of age, with clean record. Permanent position 
‘and exclusive territory given. Write fully. The 
Medical Interpreter, care of W. B. Conkey Co., 
‘Hammond, Ind. 


Dr. T. D. G. Gordon of Grand Rapids was mar- 
ried on March 15. 


Dr. and Mrs. E. T. Tappey of Detroit are spend- 
ing the winter in Pasadena, Cal. 


Dr, and Mrs. W. D. Barrett of Detroit announce 
the birth of a daughter, Ann, March 2, 1922. 


The Western Michigan Travel Club will spend 
April 7 and 8 at the Crile Clinic in Cleveland. 


Dr. Ira Downer read a paper on ‘‘Hydronephrosis”’ 
before the Detroit East Side Physicians’ Associa- 
‘tion, February 2. 


The American Congress on Internal Medicine will 
‘hold its Annual Clinical Week at Rochester and 
Minneapolis, April 3-8, 1922. 


Dr. Harold Wiley has recently moved here from 
‘Grand Rapids and is now located in the Medical 
Building. He will specialize in obstetrics. 


Dr. W. T. Dodge of Big Rapids will return 
April first from a two month’s vacation spent in 
Florida. 


Dr. D. Emmett Welsh of Grand Rapids, will 
return during the first week in April from a two 
months’ vacation spent in California. 


Dr. L. W. Toles has opened offices in the Capitol 
National Bank building and will limit his practice 
to diseases of the ear, nose and throat. 


Doctors Joseph Croman and V. H. Wolfson of 
Mount Clemens were in attendance at the First 
District Councillors meeting held in Detroit, Feb. 13. 


STATE NEWS NOTES 
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Dr. Arche C. Hall was recently elected Vice 
President of the Michigan Club of Detroit (for- 
merly the Fellowcraft Athletic Club). 


The Tri-State Medical Society (comprised of 
physicians from Indiana, Ohio and Michigan) will 
hold an all-day session at Ann Arbor, April 11. 


The Detroit Academy of Medicine met February 
28, at the residence of Dr. F. C. Kidner. Dr. J. W. 


Vaughan read a paper on “The Diagnosis of Liver 
Tumors.”’ 


Dr. George E. McKean returned to Detroit 
March 12, from a trip through the south. The 
doctor spent most of his time at Miami, Florida 
and Pinehurst, N, C. 


Dr. J. B. Kennedy spoke on “British and Ameri- 
can Diplomacy,” February 14, before the Daught- 
ers of the Empire in the club house of the Federa- 
tion of Woman’s Clubs, Detroit. 


Dr. Guy L. Kiefer was elected President and Dr. 
Cc. S. Kennedy, Secretary, of the recently formed 
Detroit Alumni Association of Phi Rho Sigma which 
already has a membership of 50. 


Dr. George Kamperman read a paper on ‘The 
Results Of Local Treatments of Endocervicitis As 
Shown by Microscropic Findings” before the De- 
troit Academy of Medicine, March 14. 


Botulinus Antitoxin (Type A, Type B, and Com- 
bined Type A and Type B) is available to phy- 
sicians for therapeutic purposes on applilation to Dr. 
F. M. Meader, Detroit Department of Health. 


The Phi Rho Sigma, Chapter Founders Banquet, 
was held at the Statler Hotel, February 24. Doctor 
W. J. Stapleton was toastmaster and Doctors Stuart 
Wilson, A. L. French, Guy L. Kiefer, J. B. Kennedy 
and others spoke. 


It has recently been announced that properly 
labeled pathological specimens will be placed on 
exhibition between 8 and 8:30 o’clock at each of 
the weekly meetings of the Wayne County Medi- 
cal Society. . 


The Library of the Wayne County Medical So- 
ciety has recently received a contribution from the 
Maimonides Medical Society and books and jour- 
nals from Doctors J. N. Bell, F. W. Robbins and 
C. E. Simpson. 


The total appropriations of the General Educ: 
tion Board from 1902 to June 30, 1921, have 
amounted to $89,017,872. During the past year 
the appropriations for medical schools by this 
Board were $12,029,513. 


Mrs. Augusta Kersten of Detroit was convicted in 
Judge Faust’s court February 21, of practicing 
medicine without a license. The chief witness for 
the state was Mrs. Mary Smock, a Detroit Depart- 
ment of Health nurse. 


The Maimonides Medical Society of Detroit met 
on Feb. 28. The evening was devoted to a his- 
torical discussion of Maimonides, the Medieval 
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Physician and Philosopher by Drs. J. B. Bauch, 
Ww. W. Kahn and N. E. Aronstain. 


The Detroit Ophthalmological and Otological 
Club met in the Medical Building, March 1, as the 
guest of Dr. Eugene Smith, Jr. Following the 
dinner, the Doctor read a paper on ‘Foreign Pro- 
.teins and Non-Toxic Placental Residue.”’ 






The regular meeting of the Academy of Surgery 
of Detroit was held at Harper Hospital, February 
10. The program consisted of presentations of pa- 
tients and reports of cases by Doctors HE. K. Cullen, 
G. E. Pemberty, N. M. Allen and W. R. Clinton. 


About 20 of the Detroit Alumni of the Johns 
Hopkins Medical School, met February 26 at the 
D. A. C. Following a buffet supper, Dr. Winford 
H. Smith, Superintendent of Johns Hopkins Hos- 
pital, spoke on the future plans of the Hospital and 
Medical School. 


Doctors B. D. Harison, Guy L. Connor, W. H. 
MacCraken and Henry Vaughan of Detroit, Hugh 
Cabot and C, G. Parnell of Ann Arbor and W. H. 
Sawyer of Hillsdale, attended the meetings of the 
Congress on Medical Education, held in Chicago, 
March 6-10, 1922. 





Dr. James E. Davis, Professor of Pathology in 
the Detroit College of Medicine and Surgery, has 
recently been appointed Acting Secretary of the 
American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons. He succeeds the 
late Dr. E, G. Zinke of Cincinnati. 


The Detroit West Side Physicians’ Association 
met at Providence Hospital, February 9. Dr. A. D. 
LaFerte read a paper on “The Commoner Ortho- 
pedic Conditions and Their Treatment,’ and Dr. 
H. W. Plaggemeyer, on “The Diagnostic Points of 
Lesions of the Genito-Urinary Tract.” 


Dr. Harry L. Clark, Professor of Bacteriology in 
the Detroit College of Medicine and Surgery, gave 
a lecture on ‘‘Germs, Good and Bad, in Our Every- 
day Life’ for the general public at the Medical 
Building, Detroit, February 24. Lantern slides, 


cultures and animals were used to illustrate the 
talk. 





At its February 7 meeting, the Detroit Branch 
of the American Urological Association approved 
of the Regulations Governing Types of Cases to 
be admitted to the Venereal Clinic of the Detroit 
Department of Health with the exception of one 


regulation which has since been changed to suit 
this branch. 


Dr. E. H. Foust a former member of the Gratiot- 
Isabella-Clare Medical Society has been elected a 
member of this society. Dr. Foust who has re- 
cently completed a post-graduate course in New 
York has opened offices in the Capitol National 
bank building and will limit his practice to dis- 
eases of the eye. 


The March meeting of the Detroit Society for 
Neurology and Psychiatry was held at Eloise, 
March 2. Dr. Emil Amberg presented a paper on 
“The Conceptions of Oto Sclerosis,’’ Dr. D. R. Clark 
gave an illustrated talk on “‘The Problems of the 
Psychopath,” and Dr. H. A. Reye presented a ser- 
ies of cases of chronic epidemic Encelphalitis. 


STATE NEWS NOTES 
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Dr. Hubert Work was nominated by President 
Harding and was confirmed by the Senate, March 
2, 1922, to be Postmaster General. The doctor 
was formerly speaker of the House of Delegates: 
and now President of the Americal Medical As- 
sociation. Before he became First Assistant Post- 
master General, he was Republican National Com- 
mitteeman for Colorado, 


The School of Hygiene and Public Health of 
Johns Hopkins University was given, February 28, 
$6,000,000 by the Rockefeller Foundation. Of 
this amount $1,000,000 will be available for the 
erection of new buildings for the school and 


' $5,000,000 for an endowment covering mainten- 


ance. Work on the main building will start this 
summer. The Rockefeller Foundation has previ- 
ously given the School of Hygiene $930,970. 


The Detroit Committee of the American Society 
for Control of Cancer has been reorganized. Be- 
cause of other activities, Dr. Manton resigned and 
Dr. G. Van Amber Brown was appointed to fill his 
place. Drs, Jos. Andries, F. C. Meader and J. E. 
Davis were added to the committee. Dr, J. W. 
Vaughan is Chairman and Dr. H. C. Saltzstein is 
Secretary. The following laymen have been asked 
to serve as associate members: Fred T. Murphy, 
E. D. Murphy, H. M, Fechimer, G. E. Philli 
R. H, Webber and D. J. Healy. 


The Detroit Department of Health recently re- 
quested that two members from each of the follow- 
ing societies (Detroit Branch of the American Uro- 
logical Association, the Detroit Dermatological So- 
ciety, and the Public Health Committee of the 
Wayne County Medical Society) be appointed to 
comprise an Advisory Council who could work with 
the Detroit Department of Health in solving some 
of the problems which confront this Department. 
The following men were appointed to comprise this- 
Council—Doctors John Dodds and H. L. Morris 
(Urological Association) E. C. Troxell and R. C. 
Jamieson (Dermatological Society) and H. R. Car- 
stens and H. A. Reye (Wayne County Medical So- 
ciety). This Advisory Council met with the Detroit 
Commissioner of Health, February 24, and discussed 
informally certain problems which were presented. 
There will be frequent meetings of this committee 
in the future. 


The completion of the staff of the Detroit Re- 
ceiving Hospital was announced February 25, by 
Dr. T. K. Gruber, Superintendent. The attending 
physicians are Doctors B. C. Lockwood, W. D. 
Mayer, C. H. Chase, Douglas Donald, R. M. Mc- 
Kean and E. D. Spalding; the attending surgeons, 
Doctors Rolland Parmeter, H, K. Shawan, R. C. 
Andries and L. J. Dretzka; attending orthopedic 
surgeons, Doctors A. D. LaFerte and F. C, Kidner; 
attending gynecologists, Doctors E. K. Cullen, W. 
F. Seeley, H. W. Yates and W. A, Repp; attend- 
ing urologists, Doctors F. H. Cole and H, W. Plag- 
gemeyer; attending ophthalmologists and laryn- 
gologists, Doctors Duncan Campbell, R. H. Pino, 
and E. Schultz; attending alienists, Doctors D. R. 
Clark, H, E. Safford and A. W. Ives; attending 
neurologist, Doctor H. A. Reye; attending procto- 
logists, Doctors E, G. Martin and H. Kallett; at- 
tending dermotologists, Doctors R. C. Jamieson 
and H. R. Varney; attending roentgenologists, 
Doctors H. P. Doub and P. M. Hickey; attending 
dental surgeons, Doctors D. S. Graham and Lloyd 
Rogers, and director of the laboratory, Doctor P. 
F. Morse. Doctor Hugo Freund was appointed 
consulting physician, 
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BAY COUNTY 


A regular meeting was held at the home of 
Dr. F. S. Baird, Wednesday evening, March Ist. 
There were 28 members present and much routine 
business was transacted. 

Dr. J. H. McEwan read a very interesting 
paper on “Diphtheria.” 

Dr. and Mrs. Baird proved very delightful as 
host and hostess. A very sumptuous luncheon 
was served and the society adjourned to meet 
Monday, March 138th, and be addressed by Dr. 
Klingman of Ann Arbor on “Nervous and Mental 
Diseases.”’ 

L. FERNALD FOSTER, M. D., 
Secretary. 





GENESEE COUNTY 





The Genesee County Medical Society met on 
Wednesday, March ist, 1922, President Miner 
presiding. Dr. J. B. Jackson of Kalamazoo read a 
most interesting paper on “Tuberculous Pleural 
Effusions.’’ Many fine lantern slides were shown. 
The essayist discussed the more recent advances 
in the pathology of this disease. Referring to 
laboratory tests, he stated that we should use 
larger quantities of fluid for injection into guinea 
pigs in order to demonstrate the bacillosis, and 
urged that we use at least 10cc in the test. The 
indications for treatment were outlined and prog- 
nosis discussed. He seemed to think that we did 
not usually consider the disease as seriously as we 
should. 

The Genesee County Medical Society met on 
Wednesday, March 15, Dr. F. B. Miner presiding. 
Dr. Fred A. Coller, Associate Professor of Surgery, 
University of Michigan, spoke on “Osteomyelitis,” 
illustrating his lecture by many well chosen lantern 
slides. The clinical section of our society has given 
up clinical meetings and has supplanted them by the 
regular staff meetings of Hurley Hospital. At the 
last meeting of the staff, the evening was devoted to 
a study of the case histories of all patients dying 
in the hospital during the month of February. 

W. H. MARSHALL, 
Secretary. 





GRATIOT-ISABELLA-CLARE 
COUNTY 





The February meeting of the Gratiot-Isabella- 
Clare County Medical Society was held at Brainerd 
Hospital in Alma, February 16. The inclosed pro- 
gram was carried out. 

In connection with the discussion of Dr. Day’s 
paper, the following motion was carried: 

Resolved, That the Gratiot-Isabella-Clare County 
Medical Society go on record as favoring a modifica- 
tion of the ‘‘Venereal Law” so that the physician 
may dispense his own medicine, the same as in 
other diseases. 

E. M. HIGHFIELD, 
Secretary. 





INGHAM COUNTY 





January, 26, 1922—Dr. Louis J. Hirschman of 
Detroit read a paper on ‘‘Local Anaesthesia in Anal- 
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Rectal Surgery.’”’ With the aid of lantern slides, 
Dr. Hirschman explained the technic and advantages 
of local over general anaesthesia in this special 
branch of surgery. 

February 16.—Dr. Hugo Freund read a paper on 
the “Management and Treatment of Hyperthyroid- 
ism.” This proved a highly instructive paper and 
was read in an understandable and logical manner. 
It was discussed by Drs. Carr, Davey, Huntley and 
Holm. 

Thursday evening the members of the society 
met in the new laboratories of the Michigan De- 
partment of Health. Drs. Olin, Young and Kahn 
were on the reception committee. The members 
were taken on a tour of inspection. Modern equip- 
ment was evident in each and every department. 
Two hours were spent in going through the plant, 
during which time Dr. Young explained the details 
and working methods of the various departments. 

H. C. ROCKWELL, 
Secretary-Treasurer. 





KALAMAZOO COUNTY 





Regular meetings of the Kalamazoo Academy 
of Medicine were held February 14th and 28th, 
1922. The Academy was fortunate on the 14th 
to hear Dr. J. T. Case of Battle Creek, The 
doctor read a very instructive and interesting 
paper on the ‘‘New Roentgentherapy’’—especially 
as he saw it developed in his recent trip to 
Europe. He showed definitely that the outlook for 
the future treatment of cancer—particularly 
cancer of the uterus—is very much brighter. In- 
cidentally, Dr. Case related many interesting in- 
cidents illustrating the present economic condi- 
tions of Europe in general and France and Ger- 
many in particular. 

On February 28th Dr. C. W. Barrett of Chicago 
was with us. In the morning the doctor conducted 
a gynecological clinic at the Old Borgess Hospital, 
and in the afternoon read a paper before the 
Academy on the subject of “The Treatment of 
Pelvic Inflammatory Diseases.’’ Both the clinic 
and the meeting in the Academy rooms were well 
attended, 

The Academy has instituted a membership drive 
in an effort to bring into the Academy every phy- 
sician in good standing in Kalamazoo, Allegan 
and Van Buren Counties. 

W. G.. HOEBEKE, 
Secretary. 





MACOMB COUNTY 





The Annual Meeting of the Macomb County Medi- 
cal Society was held on February 1, at the rooms of 
the Business Men’s Association, Mount Clemens, 
Mich. 

Eight members were present. 

The annual reports of the secretary and treasurer 
were read and approved. 

Twenty-six members comprised the membership 
of the society the past year. 

It was decided to hold meetings throughout the 
year, and the first one to be held in the Hotel 
Medda, Wednesday, February 15, with each mem: 
ber present agreeing to attend. However, on ac 


count of the proximity of Wayne County Medical 
Society at Detroit to which several members of our 
society are associate members, it makes it possible 
to attend their meetings and some members avail 
themselves of this privilege. ' 
The officers of last year were all re-elected, v1Z: 
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w. J. Kane, President; C. Mann, Vice President; R. 
W. Ullrich, Treasurer; V. H. Wolfson, Secretary. 

The county dues were raised to $7.00. In as much 
as $5.00 were necessary for the State Society, 
which includes the Journal, it was decided to have 
a fund for emergency purposes and thus save mak- 
ing individual assessments. 

The resolution that was sent to every County 
Medical Society of the United States by the Medical 
Advisory Committee was presented to our society 
and approved and a copy of the same is being sent 
to the Michigan State Medical Society, Journal of 
A. M. A. and Medical Advisory Committee as sug- 
gested. 


Various other matters pertaining to the welfare: 


of the society were brought up and disposed of. 
At our annual meeting held yesterday, Dr. B. G. 
Folsom, one of our active members, prepared the 
enclosed “In Memoriam” of our late members, Drs. 
Lungershausen, Parisot and Taylor. 
This ‘In Memoriam” has been spread upon the 
minutes of our local society. 


IN MEMORIAM 


The Divinity that shapes our end, the Law so long 
promulgated that “it is appointed in every man 
once to die’ is no respector of persons. It is there- 
fore inevitable that he devotes his life and energy to 
the mitigating of his fellow man’s suffering, and to 
the lengthening of his days on earth, shall in the 
end pay the same debt to nature that all life is 
called upon to recognize. 

The physician cannot prolong his own life be- 
yond his allotted time. For him it is ‘dust to dust, 
ashes to ashes” as with all created things. He is 
animal and human, but his soul goes marching on, 
and there may remain behind him a gracious mem- 
ory of kindly deed, of unselfish service, of unnamed 
benefactions. These things live after him, and be- 
come as stars in his crown, a crown of everlasting 
life. 

The grim reaper has visited the members of this 
society in the past few months, and removed three 
of its active and respected members, Waldemar 
Lungershausen on May 3, 1920, in his 47th year of 
his life; Albert A. Parisot on February 3, 1921 in 
the 55th year of his life, and Harry F. Taylor on 
March 17, 1921, in the 58th year of his life. 

It is fitting that this loss in membership should 
be recorded in the minutes of the Macomb County 
Medical Society as a mark of respect and apprecia- 
tion of their services to this community in which 
they were born, lived and died. 


VICTOR HUGO WOLFSON, 
Secretary. 





SHIAWASSEE COUNTY 





The February meeting of the Shiawassee County 
Medical Society was held in Owosso on Feb. 7 
at the Elk’s Temple at noon. After a lunch 
had been disposed of, President Cramer called the 
meeting to order and introduced the speaker, Dr. 
8S. S. C. Phippen of Owosso, who gave a most in- 
teresting paper on “Hyperthyroidism.” Taking up 
succesively the history, etiology, pathology, symp- 
tomology, diagnosis and treatment, the writer gave 
a very complete description of the disease. 

Dr. F. S. Osterheld of Ovid, leading in the dis- 
cussion, recalled what Dr. McKean told us a few 
‘weeks ago; i. e., that prophylaxis was far better 
than cure, and reminded us that the regular ad- 
ministration of potassium iodide in small doses 
would act as a sure preventive in children. Cal- 
‘ium iodide may also be used, sometimes in pref- 
erence to the potash salt. Also it must not be for- 
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gotten that hypothyroidism may be co-existant with 
hyperthyroidism. In that case the endocrines are 
indicated. 

Dr. W. T. Parker called attention to the fact that 
group conditions always accompany hyperthyroidism. 
That colloid goiter causes disturbance from pres- 
sure, principally. And adenoma of the thyroid is 
not benefitted in the least by medical treatment. 
It is usually well to combine thyroid extract with 
iodides. In goiters of persons of advanced age, there 
is no exophthalmus. Heart complications which 
often clear up in the young, do not do so in the 
older patients. In acute cases, of young patients 
apply ice bags first, later injections of boiling wa- 
ter, tying of bloodvessels, etc. The prognosis de- 
pends on the myocardial condition. The doctor 
then brought in a patient with typical goiter. A 
general discussion followed which was of much in- 
terest to all. 

Dr. A. M. Hume moved that the paper just read 
be sent to the State Journal for publication. The 
motion was carried unanimously with the exception 
of Dr. Phippen, who modestly opposed. President 
Cramer announced that a speaker from out of town 
would entertain the society at the next meeting 
which will be on March 7. 

W. E. WARD, 
Secretary-Treasurer. 





TUSCOLA COUNTY 





The Tuscola County Medical Society met on 
March 9 at Wahjamego as guests of Dr. Dixon. 

A very fine chicken dinner was served to the 
members of the society. 

Dr. Dixon gave a very interesting talk regard- 
ing the work of the colony. 

Dr, Jackson gave a report of a post mortem 
that he had recently made. 

It was moved and seconded that an assessment 
of $2.00 per member be made, to be sent to the 
State Society for use of Dr. Kennedy, and that 
secretary collect the same. Carried. 

Dr. Dixon was asked by the society to act as a 
speaker on Public Health work as outlined by the 
U. of M. 

Public Health Committee of Tuscola County: 
Dr, Seeley of Mayville, Dr. Gowen of Millington, 
Dr. Maurer of Rease, Dr. Sutton of Caro, Dr. 
Young of Caro. 

Society adjourned to April 12, when Dr. Tupper 
of Bay City is to read a paper. 

H. A. BARBOUR, 
Secretary. 





Book Reviews 


DISEASES OF THE EYE. A Handbook of Ophthalmic 
Practice for Students and Practitioners. By George E. 
deSchweinitz, M. D., LL. D. Professor of Ophthalmol- 
ogy in the University of Pennsylvania. Ninth edition, 
reset. Octavo of 832 pages with 415 text-illustrations 
and seven colored plates. Philadelphia and London: 

B. Saunders Company, 1921. Cloth, $10.00 net. 


The name de Schweinitz stands at the head of 
the list of American ophthalmologists. So does 
the text of which he is author. It comes to us 
now in its ninth revised edition and with added 
intrinsic value. The important observations, 
therapeutic measures and surgical procedures that 
have been made, recommended and devised during 
the past four years are incorporated in this new 
edition. Many footnotes refer to important pub- 
lications and other references. 

In subject matter, method of discussion, in 
diagnosis, illustration and treatment there is 
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everything to commend. It is a text that has and 
will continue as an authority without peer. No 
eye man, or general practitioner can afford to not 
have a copy. 


INFANT FEEDING. By Clifford G. Grulee, M. D., L. L. 
D., Associate Professor and Acting Head Department of 
Pediatrics at Rush Medical College. Fourth edition, 
thoroughly revised. Octavo of 397 pages, illustrated. 
Philadelphia and London: W. B. Saunders Company, 
1922. Cloth, $4.50 net, 


In preparing this small volume the writer has 
endeavored to do two things: first, to bring our 
knowledge of the scientific processes which un- 
derlie infant feeding up to the present, and, sec- 
ond, to put forth the practical application of these 
principles in such a way that they can be grasped 
by one no more familiar with the subject than the 
practising physician. In doing this he has met 
with many difficulties and doubtless has fallen far 
short of his original intentions, but he trusts that 
the suggestions here made will be found to be 
simple and yet conform to scientific principles. 
To one who is familiar with the general trend of 
pediatric thought in America these views may 
seem somewhat at variance with the opinions 
held by some of the leading American writers on 
the subject, but the views herein expressed not 
only are substantiated by the personal observa- 
tions of the writer, but are confirmed by the ex- 
perience of the leading Continental physicians. 

Following the war, there has been a flood of 
publications in the pediatric literature due to 
renewed activity on the part of scientific workers 
and to the publication of work which had been 
done previous to or during the conflict. It has 
been the endeavor of the author to cover the 
literature up to April ist, 1921. It has been im- 
possible to draw definite conclusions from much of 
these data and, consequently, the results of these 
researches have been stated and in large measure, 
no comment made. The period in question has 
represented a _ definite advance in American 
Pedriatics, with the corresponding decline in 
European publications. The most outstanding 
publications have been those of Marriot in his 
investigations of intoxication and decomposition, 
and the rather involved system of Infant Feeding 
devised by Pirquet. The work of the former has 
great promise, though as yet it would be im- 
possible to predict whether his ideas will be finally 
accepted or not. As to the latter, it will require 


some time to demonstrate the practicability of 
Pirquet’s method. 


THE HOME CARE OF SICK CHILDREN. E. L. Cool- 
idge, M. D., Professor Pediatrics, Tufts Medical Col- 
lege. Cloth, 341 pp., numerous illustrations. D. Ap- 
pleton & co., New York. ; a 3. |! 
Detailed instructions in the care of the sick child 

by the mother at home are given here. The cor- 

rect care of the sickroom, the child’s toilet, amuse- 
ments, clothing and feeding, are all thoroughly 
taken up in the simplest possible language. Sev- 
eral different methods of modifying milk are dis- 
cussed with detailed formulae which every mother 
should be able to understand. Numerous recipes 


to tempt the appetite of the sick child are given 
as well as foods suited best for different diseases 
in childhood. The care of premature and delicate 
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babies, the infectious disease, the most common 
diseases of the digestive tract and nutrition, the- 
most common diseases of the respiratory and 
nervous systems and special methods of treat- 
ment, administering medicines, details of giving 
different baths and other home treatment ordered 
by the busy doctor, who has no time to give the 
object lesson to the mother, that is many times 
needed, all will be found in these pages, 

The book is intended to help the mother be- 
come a skilled nurse for her sick child. 

It is just the text you want to recommend to 


mothers to aid you in handling these nutritional 
cases. 


CLINICAL TUBERCULOSIS. Francis M. Potter, A. M., 
M. D., L. L. D. Pottenger Sanitarium, Monrovia, Cal. 
Two volumes, cloth, price $15.00. C. V. Mosby Co., St. 
Louis, Mo. 


It was with some misgivings that this work was 
first given to the public, for I realized that it was 
rather encyclopedic in scope and that it dealt 
with the subject in a manner, and from an angle, 
which had not been employed by other writers. 
I relied, however, on the fact that there was no 
work accessible to English reading clinicians 
which attempted more than a hurried discussion 
of the subject; and the searcher for the reason 
for things was usually disappointed in not being 
able to find it. It seemed to me that a fuller dis- 
cussion of tuberculosis than that usually given was 
desirable; and that a consideration of the tuber- 
culous patient and his treatment from a physio- 
logical standpoint was badly needed. Therefore, 
I hoped that a fairly complete discussion of tuber- 
culosis and its problems might be welcomed. In 
this, I have not been disappointed, for the work 
has been accorded a very sympathetic reception. 

In this second edition, I have attempted to 
keep abreast with our advancement. In the 
chapters on Diagnosis I have incorporated my 
latest observations on pulmonary reflexes and 
shown the path through which pulmonary tuber- 
culosis expresses itself in disturbed function in the 
production of subjective and objective symptoms. 
The chapters on the Nervous System, in which are 
found the basic principles for understanding the 
manner in which the patient reacts toward tuber- 
culosis in the production of symptoms, have been 
brought up to our present physiological knowl- 
edge; and, throughout, an effort has been made 
to still further emphasize and to more accurately 
classify the reactions shown on the part of the 
patient toward the disease. In harmony with the 
nomenclature adopted in my book on Symptoms 
of Visceral Disease, the term “parasympathetic” 
has been substituted throughout, for the term 
“greater vagus’? which appeared in the first 
edition. 


One new chapter has been added, ‘Influenza 
and Tuberculosis,’ which it is hoped will be ap- 
preciated by those who are experiencing the 
difficulties of diagnosis made by our recent pan- 
demic. It is hoped that this second edition will 
be accorded the same generous reception as the 
first. 


This introduction conveys the scope of this 
splendid text. It is in our opinion a most com- 


plete work, covering the subject so thoroughly 
that the student reader cannot fail to obtain that 
degree of knowledge that is so essential for him: 
in dealing with tuberculosis. 
work most heartily. 


We recommend this 





